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put a new ending 


Old King Hal has many modern coun- 
terparts: executives who entertain... 
husbands who like “good eating.” wives 
who serve “something different”... 
children who like “gooey” sweets. But 
for each the aftermath is often un- 
comfortable. 


With Gelusil tablets or liquid, however, 
you quickly, soothingly relieve acute 
and chronic excessive gastric acidity! 
And Gelusil helps you manage the 
gnawing pain of peptic ulcer, too. 


Gelusil stabilizes burning gastric acid 


there’s no laxative in Gelusil 


on this old tale 


within normal pH range, usually in 
minutes. 


¢ Gelusil works fast 
¢ Gelusil:is long-lasting 
¢ Gelusil won't constipate 


Your patients get nightlong, sleep- 
assured protection with new formula 
Gelusil-Lac. By combining Gelusil’s 
proven antacid action with the buffer- 
ing effect of high-protein, low-fat milk 
solids, Gelusil-Lac prevents “middle- 
of-the-night” gastric pain! 


. . . Gelusil needs no laxative 


Gelusil’/ Gelusil-Lac 


WARNE R- 


100 YEARS OF SERVICE TO 


THE MEDICAL PROFESSION 
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Improve the prognosis in fractures with 
“Premarin” with Methyltestosterone 
Healing of fractures is often delayed because impairment of osteo- 


blastic activity due to declining sex hormone function causes the bone 
matrix to atrophy. 


Older patients with fractures, particularly of the hip, respond well to 
combined estrogen-androgen therapy. The prognosis for bone recalci- 
fication is good provided treatment is continued for extended periods.* 


*Reifenstein, E. C., Jr., in Harrison, T. R.: Principles of Internal Medicine, ed. 2, New 
York, The Blakiston Company, Inc., 1954, chap. 98, pp. 702, 703. 


“PREMARIN? with METHYLTESTOSTERONE 


Excellent preparation for estrogen-androgen therapy 


Ayerst Laboratories « New York, N. Y. « Montreal, Canada @ 
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Resident Relaxer 
A diversion with a purpose—see how you do. 


Viewbox Diagnosis 
What does the film tell you? 


Letters to the Editor 
Questions and comment by resident readers. 


Editor’s Page 


Mediquiz 
Working alone or with your colleagues, 
you'll do well to get nine out of ten correct. 


Leads and Needs 


Practice openings and residency opportun- 
ities. 


Advertisers’ Index 
A listing of companies whose products and 
services are advertised in this issue of your 
journal. 
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HAY FEVER 

POISON IVY 

POISON OAK OR SUMAC 
SEASONAL ASTHMA 
ROSE FEVER 


dw Organon 


ORGANON INC. + ORANGE, N. J. 


EASIER CONTROL 
OF SUMMER-TIME 
ALLERGIES 


For the quick relief which ACTH 
gives in summer-time allergies, 
with minimal inconvenience to your 
patient, use Cortrophin-Zinc. Its 
prolonged action permits maximal 
response in rose fever, poison ivy, 
poison oak, sumac, asthma, and 
other allergic manifestations, with 
fewer injections. Each injection lasts 
at least 24 hours in the most acute 
cases to 48 and even 72 hours in 
milder cases. And Cortrophin-Zinc 
is easy to use, being an aqueous 
suspension which requires no 
preheating and flows easily 
through a 26-gauge needle. 


CORTROPHIN-ZINC 


Supplied in 5-cc vials, each cc 
containing 40 U.S.P. units of 
corticotropin adsorbed on zinc 
hydroxide (2.0 mg zinc/cc) 
*T.M.—Cortrophin 

tPatent Pending. Available in other 
countries as Cortrophine-Z. 


tOrganon brand of Corticotropin- 
Zinc Hydroxide 
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Resident Editor 
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Art Staff 


accepted for 


Perrin H. Long, M.D. 


Chairman, Dept. of Medicine, 

College of Medicine at N.Y.C., 

State University of New York 

Director of University Division, 

Medical Service, Kings County Hospital, 
Brooklyn, N. Y. 


Robert B. Palmer 


Salvatore R. Cutolo, M.D. 
Seymour H. Kaplan, M.D. 
Edward R. Bloomquist, M.D. 
Katherine M. Canavan 


Gill Fox 
Alex Kotzky 


publication with the under- 
standing that they are con- 
tributed solely to this pub- 
lication, and will directly 
interest or be of practical 
value to resident physicians. 
When possible, two copies of 
the manuscript should be 
submitted. Articles with pho- 
tographs, illustration or draw- 
ings are especially desired. 
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new concept! 
COLORIMETRIC 
test for proteinuria 


ALBUSTIX 


TRADEMARK 


REAGENT STRIPS 


just wet... 


entirely new concept 

ALBuUSTIX Reagent Strips employ a new and different chemical principle 
that indicates the presence of proteinuria by a color change rather than 
by a precipitate in a solution. 

colorimetric readings 

wide-range, graduated color scale eliminates guesswork—no color change 
with a negative urine ° 

sensitive 

reacts immediately with clinically significant albuminuria 

convenient, timesaving 

firm, easy-to-handle strip with reactive tip...no waiting...no equipment... 
no heating...completely disposable 


available: ALBUSTIX Reagent Strips—Bottles of 120. 


...and read immediately 


ALBUTEST employs the same chemical 

ALBUTEST° principlé as ALBUSTIX—colorimetric test 

for proteipuria. A color guide provides 
BRAND points.of ref for i preting results. 

y Reagent Tablets BottieS of 100 and 500 reagent tabiets. 


AMES COMPANY, INC « ELKHART, inviana(y Ames Company of Canada, Ltd., Toronto 
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Anesthesiol 

). Adriani, M.@, 
\nesthesiology, 
New Orleans. 


Max S. Sadove 
of Anesthesiolo 


Director, Dept. of 
arity Hospital of 


M.D., Director, Dept. 
Univ. of Illinois. 


Dermatology 
Marion B. Sulzberger, M.D., Professor 
and Chairman, Dept. of Dermatology 
and Syphilology, N.Y.U. Postgraduate 
Medical School. 


Medicine 
William B. Bean, M.D., Professor of 
Medicine, Univ. of lowa Medical School. 


Charles Davidson, M.D., Assoc. Profes- 
sor 4 Medicine, Harvard Medical 
School. 


C. Wesley Eisele, M.D., Assoc. Pro- 
fessor of Medicine; Director, Post 
Graduate Medical Education, Univ. of 
Colorado. 


John C. Leonard, M.D., Director, House 
Staff Education, Hartford Hospital. 


Charles F. Wilkinson, M.D., Professor 
of Medicine, New York University Post 
Graduate Medical School; Director, 
Fourth Medical (N.Y.U.) Division 
Bellevue Hospital Center. 


Obstetrics-Gynecology 

Alan F. Guttmacher, M.D., Director, 
Dept. of Obstetrics and Gynecology, Mt. 
Sinai Hospital, N. Y. C. 


Ophthalmology 

Derrick T. Vail, M.D., Chairman, Dept. 
of Ophthalmology, Northwestern Univ. 
Medical School. 
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Pathology 
John R. Schenken, M.D., Professor of 
Pathology, Univ. of Nebraska. 


Pediatrics 
James Marvin Baty, M.D., Physician-in- 
Chief, Boston Floating Hospital. 


Psychiatry 

William C. Menninger, M.D., Professor 
of Psychiatry and General Secretary, 
Menninger Foundation School of Psy- 
chiatry. 


Radiology 
Maxwell H. Poppel, M.D., Director of 
Radiology, Bellevue Hospital Center. 


Resident Staff Director 

Salvatore R. Cutolo, M.D., Deputy Med- 
ical Superintendent, Bellevue Hospital 
Center. 


Surgery 
Donald C. Collins, M.D., Asst. Profes- 
sor of Surgery, College of Medical 
Evangelists. 


Bernard J. Ficarra, M.D., Director of 
Surgery, Roslyn Park Hospital, N. Y. 


Earl J. Halligan, M.D., Director of 
Surgery, Jersey City Medical Center. 


Karl A. Meyer, M.D., Chairman, Dept. 
of Surgery, Cook County Hospital. 


Howard E. Snyder, M.D., The Snyder 
Clinic, Winfield, Kansas. 


Urology 

Herbert B. Wright, M.D., Chief of 
Urology, Evangelical Deaconess Hospi- 
tal, Cleveland. 
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The answer... 


‘THE ORIGINAL FECAL SOFTENER 


IN CONSTIPATIO 


Clinical and physicochemical research have 
established the optimal dosage for complete fecal 
softening. At a dosage of 240 mg. of dioctyl 
sodium sulfosuccinate once daily, surface tension 
lowering and homogenization reach the 
maximum effective level (average daily excretion 
150-200 Gm.!). The chart indicates the need for 
a daily dosage of 240 mg. and substantiates the 
fact that no increase in fecal softening can be 
obtained from additional quantities. 


INCreasing CHICIENLY UI i 


Doxinate Concentration % 
1. Best & Taylor, The Physiological Basis of Medical Practice, 6th Ed. 


(F 
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to effective fecal softening 


ONE CAPSULE DAILY 
provides 


MAXIMUM EFFECTIVENESS 
with 


PATIENT CONVENIENCE 
and ECONOMY 


In The Interest of Medicine Since 1870 


BROTHERS INC., CINCINNATI, OHIO 
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For anxiety, tension 
and muscle spasm 
in everyday practice. 


_ ® well suited for prolonged 
therapy 


= well tolerated, relatively 
nontoxic 


® no blood dyscrasias, liver 


toxicity, Parkinson-like 
syndrome or nasal stuffiness 
|, Detici 
RELAXES BOTH MIND AND MUSCLE 
5 Influe 
WITHOUT IMPAIRING MENTAL OR PHYSICAL EFFICIENCY §...... 
Habi 
1. Oceu 
A ge 
The 
men 
Miltown 
tranquilizer with muscle-relazant action = 
dicarbamate —U. S. Patent 2,724,720 
Supplied: 400 mg. scored tablets 1), App 
200 mg. sugar-coated tablets 3. Bloc 
Usual dosage: One or two ib. Cat 
400 mg. tablets t.i.d. 28 Ind 
Literature and samples available on request 2. Sph 
@) WALLACE LABORATORIES 
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ACROSS 
(Answer on page 162) 


|. Deficiency of blood 
cells 


5 Influenzal 

1. Male hormone 

(. Habitue 

12. Occult 

(i. A genus of plants 


‘5. The mechanical ele- 
ment of a tooth crown 


the roots of 
die with 
coming of frost. 


0.German ophthalmol- 
ogist's nucleus 


Apprehension 
3%. Blood mass 


|. Deficient in RBC's 


2. Adrenal deficiency 
disease 


3. The period of the de- 
cline of a disease 


4. Circumscribed space 


6. A genus of fungi, se- 


creting no pigment 
7. Small tubes 
8. A salt of lithic acid 
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I}. Not artificial 


14. Not to supply with 
plumbing 


17. Minute septum 


18. Pessary 


19, Absence of the chyle 
22. Medical documents 
23. Bewildered 

24. Dread 

27. Coagulate 
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now “... care of the man 
rather than merely his stomach.” 


controls 


gastrointestinal dysfunction 
at cerebral and peripheral levels 


tranquilization without 


loginess 


War ulcer gastric ulcer intestinal colic 
colon ieitis * esophagea/ spasm 
G. 4. symptoms of anxiety states 


ma 
U. S. Patent 2,724,720 
tridihexethy! lodide25 mg. 


dieth 


1 - pheny! - 1 - propanol-ethiodide) 


1 Wolf & Wolff, Human Gastric Function - 
WALLACE LABORATORIES New Brunswick, N.J. _Literoture and samples on request 
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Viewbox Diagnosis 


Edited by Maawell H. Poppel, M.D., F.A.C.R., 
Professor of Radiology, New York University College of Medicine 
‘and Director of Radiology, Bellevue Hospital Center 


What Is Your Diagnosis? 
1. Normal 


2. Carcinoma of the pancreatic head 
3. Carcinoma of the stomach 
4. Pancreatitis 

(Answer on page 162) 


PA 
~ 
SAI 
Y 
| 
ike 
uest 
rian 
July 1957, Vol. 3, No. 7 21 


NEW... ana 


completely functional 


This new bottle 
is tailored 
to fit your needs 


From its unique label with numerals printed 
in the ‘‘working”’ position, to the functional 
non-slip thumb and finger grips... here's a 
solution bottle that goes all out to contribute 
the utmost in hospital efficiency and economy. 


Labels and bottles are cross-calibrated for easy 
reading of fluid levels . . . larger bottles are marked 
at 100 cc. intervals, while the special pediatric sizes 
are calibrated in 10 cc. measurements. Designed 
with the user in mind, to save valuable hospital time 
. .. to offer the most in ‘‘in-use’’ application. 


—another example of pioneering parenterals and service 


BAXTER LABORATORIES, INC. 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texes) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCIENTIFIC PRODUCTS DIVISION GENERAL OFFICES * EVANSTON, ILLINOES 
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Tetracycline Cuffered with Phosphate 


HROMYCIN* Tetracycline— 
pectrum antibiotic, noted 
eatment of more than 50 
HROMYCIN V Capsules 


average of practically 


alf the time —unsurpassed 


herapy. 


lop). Orange Flavor. Plastic dropper-type bottle of 10 cc. 


HROMYCIN V dosage: 6-7 mg. per Ib. of body weight per day for children 
d adults. 


EMEMBER THE V WHEN SPECIFYING ACHROMYCIN V 


eg. U.S. Pat. Off. 
PERLE \ABORATORIES DIVISION. AMERICAN CYANAMID COMPANY, PEARL RIVER. NEW YORK 
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Letters 
to the Editor 


Unsigned letters will neither 
be published nor read. 
However, at your request 
your name will be withheld. 


In the April 1957, Vol. 3, No. 4 
issue of the RESIDENT PHYSICIAN we 
have noted that article on Otolaryn- 
gology Board Requirements. You 
will please note that a change has 
been made in the fee for re-examina- 
tion. The article in the April issue 
stated the fee for re-examination is 
$75. The fee is $150. 

Dean M. Lierle. M.D. 
Secretary-Treasurer 
American Board of Otolaryngology 
University Hospital 
Iowa City, Iowa 


Serious Musician 


From its first issue, I have en- 
joyed reading your journal, some- 
times agreeing and sometimes not. 
However, I’ve never felt strongly 
enough one way or another until 
this most recent issue. The article 
that upset me so was E. M. Fowler’s. 
(“Strictly on the Record.” May 
1957.) 


By way of introduction. I am a 


resident in OB-GYN at the Grace- 
New Haven Community Hospital. I 
have been a musician of a serious 
sort for close to twenty years. I have 
a collection of “classical LP” record- 
ings that numbers well over 250. | 
have built and rebuilt several com- 
plete home music systems (much 
better than “hi-fi sets”). In addi- 
tion, I have helped many others in 
the selection of both records and 
play-back receive 
more electronic journals and record 
reviews than medical journals 
(which is quite a few). Frankly, 
I consider myself somewhat of an 
expert. 

My first point is that the article 


components, 


“was cast way below the level of 


interest of the average house officer. 
There are well over a hundred books 
and many more articles written on 
the subject of choosing a music sys- 
tem and forming a record collection. 
This article which you printed set 
back the cause of musical education 
about 20 years. 

—Concluded on page 32 
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SWIFT RELIEF 


OF PELVIC SYMPTOMS- 
FREQUENCY, URGENCY, 


DYSURIA, STRAINING, 
SENSATION OF 
INCOMPLETE EMPTYING; 
REFERRED PAIN 

TO ABDOMEN, PELVIS, 
LUMBOSACRAL 

REGION, AND 

UPPER THIGHS; 
SUPRAPUBIC PAIN 
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These symptoms are frequently due 
to an unsuspected urethritis, which 
yields quickly to FURACIN Urethral 
Suppositories. Insertion of these 
suppositories provides gentle 
dilation; the anesthetic, diperodon, 
affords prompt and sustained relief 
of pain. The antibacterial, FURACIN, 
achieves wide-spectrum bactericidal 
action without tissue toxicity. 
Indicated for bacterial urethritis, 
and for topical anesthesia and 
prophylaxis of infection before and 
after instrumentation. Each sup- 
pository contains FURACIN 0.2% 
and 2% diperodon* HCI in a water- 
dispersible base. Hermetically 
sealed, box of 12. 


FURACIN® URETHRAL 


BRAND OF NITROFURAZONE suppositories 


Also available: FURACIN VAGINAL SUPPOSITORIES 


| 
al. I 
| 
. 
~ 
set 
tion BATON LABORATORIES, NORWICH, NEW YORK 
ze 32 
31 
cian 


—Coneluded from page 26 


How does one learn to appreciate 
what is commonly known as “good 
music”? Very simply, by listening. 
How is this best accomplished? I 
think the best idea would be to 
begin to build a music system by 
assembling an FM tuner, amplifier 
and speaker. One can spend $75 and 
get the whole works as a kit (such 
as Heathkit produces) or spend 
several hundred. Throughout the 
country FM stations are growing 
and most spend several hours each 
day playing fine music. In a year’s 
listening one can hear a fair repre- 
sentation of the music available on 
tape or disc. With a simple pen 
and paper, one could list those that 
struck one’s fancy. Anyone who at- 
tempts to list 20 or 30 “best” record- 
ings is making a mistake. 

As far as equipment is concerned, 
stay away from name brands and 
the others of the same ilk—you get 
just about fifty-cents value for every 
dollar spent. Further, you must buy 
their cabinetry—which you could 
provide for yourself and save a 
great deal. 


Heathkit, Eico, Knight and Dyna- 
kit products are fine values and one 
needn’t be an M.I.T. grad to assem- 
ble a fine unit; these kits are made 
for novices. If one has more money 
available, then the sky’s the limit. 

The subject of tape is indeed a 
difficult one. For the present, pre- 
recorded tapes are far too expensive 
and not one iota better than a fine 
LP. Tape recording is difficult and 


requires considerable time. One must 
have a good “source” from which to 


_record and this means good FM and 


AM tuners. LP recordings are here 
to stay for some years to come. The 
new Microfusion process for produc- 
ing discs will only solidify the posi- 
tion of the 33 1/3 LP recording. 

Finally the question of collecting 
records. There is no BEST except 
on a very personal and very biased 
basis. Certain recordings have great 
value on an historic basis, or others 
because of an unusually superlative 
performance but no single conductor 
or soloist is the best all the time. 
Arturo Toscanini was the greatest 
musician of the past 50 years but 
even he had a few bad days. Many 
of the recordings released since his 
death were considered by him to be 
inferior and it is only over the ob- 
jections of his family that RCA is 
finally releasing them. 

Frankly, choose records by listen- 
ing to them. Its your tympanic mem- 
brane and your wallet. You, the 
listener, are the best “expert.” 

Thus, I close my gentle tirade. 
I had not planned to be so lengthy, 
but this entire field is second to 
medicine in my life and most of my 
spare time is devoted to it. I had 
not planned this for publication but 
if you find it worthy, I would be 
honored. If I can offer further writ- 
ten material on this subject, I would 
appreciate hearing from you. 


Richard U. Hausknecht, M.D 
Grace—New Haven Hospital 
New Haven, Conn. 


Resident Physician 


32 


ge Perrin H. Long, M.D. 


{ and 

here 

The Editor’s 

oduc- 

posi- 

Page 

cting 

xcept 

jiased 

great House Staff Educational Program? 

thers The other day, during a meeting with the residents of our 
omens division medical service in the Kings County Hospital Cen- 
uctor 

iene. ter, the subject of the “Educational Program” was brought 
ateat up and well ventilated. Some of the residents thought there 
» he should be more didactic, basic physiological and biochemical 
Many presentations to the house-staff group, rather than utilizing 
e his the clinical or clinical investigative approach through panel 
to be discussions by knowledgeable groups of atténdings, a method 
€ ob- of instruction which we have been testing during the past 
is year. 

This discussion set me to thinking. When I was an intern 
isten- in the fourth medical service at the Boston City Hospital, 
— and a resident physician in the Thorndike Memorial Labora- 
& the tory from 1924 to 1927, I never heard the phrase “Educa- 
| tional Program for House Staff’ used by my Chief, Dr. 
rade. 
gthy, Francis Peabody, or for that matter, by any of his associates. 
St Subsequently, in my years at Hopkins, I don’t remember 
£ my hearing Dr. Longcope or anyone else use the term. 

had In those days, house staff coordinators, house staff coun- 
n but cils, directors of house staff educational programs, etc., did 
d be not exist. The house staff liked to be let alone, and I must 
writ- say on the fourth medical and at Hopkins, if one did his 
vould work well, he was not likely to be bothered. 


As an intern, and as a resident in Boston, I was in part 
self-educated, in part an apprentice to my seniors in the house 
staff with whom I discussed our patients over and over again, 
and in part by association as a pupil and junior colleague of 
Doctors Peabody, Locke, Wearn, Blumgart, Weiss, Castle 
and others. 


M.D 


| 
sician 


I would say we of the house staff at that time learned 
about Medicine in several ways: by continuous contact with 
and study of our patients (the greatest disgrace that could 
befall us was to have one of our attendings find we had 
missed something or left something undone), by faithful 
reading of current medical publications, and by thorough 
discussions of our patients among the house staff and with 
our visiting staff. 

We saw all autopsies on our patients, did most of our own 
clinical, bacteriological, and biochemical laboratory work. 
We were rarely distracted by having to listen to didactic lec- 
tures, etc. We always went to the clinics given to Harvard 
students by our attending staff. 

Although most of us were married (Thank God, our wives 
were all working and supporting us!), we did not see much 
of our wives because we were too busy taking care of the 
sick in the Boston City Hospital. 

Of course, it must be remembered that in those days only 
two specialty boards (Ophthalmology and Otolaryngology ) 
existed, and this business of aiming everything toward 
“board examinations” did not exist. 

A facet of the learning process which I think is important, 
particularly since house staff programs must essentially be 
repetitive in nature, is that formal programs reach a point 
at which second and third year residents get little return in 
the way of new information for the time they spend in them. 
This must be realized by program directors. 

Developing more exotic, scientific didactic material in the 
program is not the answer to this period of diminishing edu- 
cational return. Rather, the resident should spend this time 
with his patients. More emphasis should then be placed on 
the bedside discussion of the physiological, biochemical and 
pathological mechanism of illness with the second and third 
year residents; more emphasis should be laid on their inde- 
pendent reading, and last but not least, each of these more 
senior residents should be pursuing at least one clinical re- 
search problem. 

I feel certain that for the more senior residents, this ap- 
proach will be much more productive than the sterile en- 
vironment of the classroom. 
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The Residents’ Duty 
To the Hospital 


After accepting a position on the resident medical 
staff of a hospital, the resident physician must con- 
form to the philosophy, methods and regulations 
of his hospital. In so doing, he insures the welfare 
of the patients under his care, establishes a pattern 
of conduct which will serve him throughout his 
professional life, and derives the maximum of edu- 
cational experience from his period of training. 


Charles U. Letourneau, M.D. 


RESIDENT physician is one who makes a contract with 

a hospital to render certain services on behalf of the 
hospital in return for the learning experience that the hos- 
pital provides for him plus the stipend that is agreed upon 
between the resident and the hospital. 

The terms of service are according to what is mutually 
agreed upon. The hospital offers, the resident physician 
accepts, and the agreement is complete. 

Both parties, the hospital and the resident physician are 
bound by the terms of the agreement. 

Whether the hospital be private or public, church-spon- 
sored, tax-supported, or proprietary, the hospital’s owners 
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Both the hospital and the resident have obli- 
gations, each to the other. In this first of two 
articles, the author spells out one side of the 
artangement. In our next issue, your journal 
will present the other side: "The Hospital's 
Duty to the Resident.” 


represent the employer. 
And there is a definite 
master-servant relation- 
ship between the resi- 
dent and the hospital. 


The resident must, 
first of all, familiarize 


and those who act for them set the 
policies for the hospital. 

In addition to the terms specif- 
cally agreed upon between the hos- 
pital and the resident physician, it 
is understood that the resident 
agrees to abide by the policies, rules 
and regulations of the hospital and 
to perform such services as are in- 
cumbent upon a resident physician 
in that institution. 


Employee 


Unlike the attending physician on 
the medical staff, it is not customary 
for the resident to sign a statement 
that he agrees to abide by the poli- 
cies, by-laws, rules and regulations 
of the institution. Unlike the attend- 
ing physician in the hospital wlio is 
an independent contractor, the resi- 
dent physician is classified as an 
employee, and has been recognized 
as such by Courts of Appeal in the 
United States, even though the terms 
of his employment may differ some- 
what from those of other employees 
of the hospital. 

In any contract of employment, 
therefore, the employee is deemed to 


himself with the general 
rules and policies of the 
hospital. 

In addition to this, the resident 
must thoroughly familiarize himself 
with the standing orders of the de- 
partment to which he is appointed 
and of his relationships to the ad- 
ministration, the medical staff, the 
nursing staff, and the other em- 
ployees in the hospital. 

The duties of the resident physi- 
cian are determined largely by the 
purposes and functions of the in- 
dividual hospital. 

Specific obligations are usually 
laid down by the medical staff of 
the hospital who deliberate the 
needs of the hospital generally, or 
of a service in particular, and then 
recommend that such needs be met 
by the services of the resident. 

Some hospitals undertake more 
public service than others; some 
hospitals are actively engaged in 
teaching; some hospitals restrict 
their activities to certain types of 
diseases or specialties. 

But whatever the nature of the 
hospital, the physician who accepts 
an appointment to the resident med- 
ical staff of a hospital, must conform 
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sician 


to its philosophy, its methods and 
its regulations. The choice is up to 
him and the choice should be made 
before accepting the position—not 
afterwards, 


Regulations 


Standard rules and regulations 
governing the care of patients have 
been enacted in most hospitals. In 
general, they cover such things as 
the admission of patients, the main- 
tenance of medical records, the dis- 
posal of tissues removed at surgery, 
mandatory consultations, stop orders 
on prescriptions, standing orders, 
routine orders, and the like. 

Rules and regulations vary from 
hospital to hospital but they are 
usually drafted by the medical staff 


of a hospital and then enacted by the 


trustees. After enactment, they are 
binding upon all who work in the 
hospital. Breach of standing orders, 
such as violation of scrub technique, 
smoking in restricted areas, or ab- 
sence from the institution during a 
tour of duty may subject the violator 
to serious disciplinary action. 

The characteristics of the hospital 
will unquestionably vary with owner- 
ship. The policies of a hospital, 
generally, reflect the philosophies 
of ownership or the sponsorship of 
the hospital. 

Hospitals maintained by religious 
organizations establish policies that 
are consonant with their religious 
beliefs. An Orthodox Jewish hos- 
pital, for example, has certain es- 
tablished regulations in conformity 
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with the religious persuasion of the 
sponsoring body. Thus physicians 
who would practice in such hospitals 
must abide scrupulously by the rules 
governing rituals and dietary re- 
strictions. 

In Roman Catholic hospitals, phy- 
sicians must respect the rules con- 
cerning abortions and sterilizations 
for the convenience of the patient. 

Whatever the nature of the poli- 
cies, the resident physician agrees 
to abide by them when he accepts 
the appointment to the resident med- 
ical staff of that hospital. 


Law and privilege 


All hospitals expect physicians 
to obey the law. Hospitals are in 
duty bound to take appropriate ac- 
tion in every instance where a phy- 
sician violates the law, even with the 
full knowledge and consent of the 
patient. Thus, the laws concerning 
narcotics, restricted drugs, abortions 
and euthanasia must be enforced 
strictly or the hospital may find it- 
self in difficulty for participating in, 
or condoning a criminal conspiracy 
between doctor and patient. 

The resident physician has a duty 
to remain within the limits of the 
privileges allowed to him by the 
chief of his department. 

Although he may consider his 
capabilities well beyond the limits 
of the latitude accorded to him, he 
must refrain from exceeding the 
scope of his limitations or attempt- 
ing procedures that are not per- 
mitted to him. 
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In a well organized residency, the 
permission to undertake certain pro- 
cedures independent of the precep- 
tor is granted only by the head of 
the department upon the recommen- 
dation of the preceptor and other 
members of the department. 

Even though he may feel that his 
abilities are not being adequately 
recognized, the resident physician 
should respect the decision of the 
department chief concerning the re- 
strictions placed upon his activities. 

In some hospitals, a resident who 
is dissatisfied with the decision of 
his preceptor or of the chief of the 
department, may appeal to the in- 
tern committee of the medical staff 
and ask for independent evaluation 
by another preceptor. This pro- 
cedure is rarely resorted to and, in- 
deed, should only be used in the 
most unusual circumstances. 

The resident physician also gives 
his assurance that he will practice 
medicine according to accepted med- 
ical standards. These standards are 
measured according to the practices 
obtaining in the community or in 
similar communities. 

The resident physician should, as 
a rule, conform to the procedures 
used by his preceptor or by the head 
of the department in which he works. 
Even if he is licensed to practice, he 
is still under the teaching jurisdic- 
tion supervision of other 
licensed physicians whose liability 
he may engage if he performs his 
professional duties negligently. 

It should always be remembered 


that the trustees of a hospital do not 
pass judgment upon standards of 
medical practice but are advised by 
the medical staff of the hospital or 
by independent medical experts. If 
certain types of surgery are, by pol- 
icy, assigned only to board certified 
physicians, then this is a standard 
that must be accepted by every prac- 
ticing physician including the resi- 
dent physician. 

It should be remembered at all 
times, however, that in an emer- 
gency, the ordinary rules obtaining 
in a hospital may be broken to save 
a life and a resident physician must 
do everything in his power and with- 
in his competence to prevent death. 

An emergency is defined as a situ- 
ation where a human being is in im- 
mediate danger of death. 

Ethical standards are also of con- 
siderable importance. If the board 
of trustees of a hospital has agreed 
upon a certain standard of ethics 
among its practicing physicians. 
then this standard must be respected 
with the realization that it was es- 
tablished by the medical profession 
and not by a group of laymen even 
though the laymen have final author- 
ity in the matter. 


Moral conduct 


The trustees of the hospital also 
have the right to demand a certain 
standard of moral conduct. It is 
not incumbent upon the trustees of 
a hospital to prove that a resident 
physician does not meet those stand- 
ards. It is the responsibility of the 
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resident physician to show that his 
conduct is above reproach and that 
he has met or surpassed the qual- 
ities required of a good physician. 
If the trustees of a hospital have any 
reasonable doubt about the doctor 
on this score, it is their duty to 
withhold, suspend or terminate his 
appointment. 

A heavy moral obligation rests 
upon the shoulders of the trustees 
of the hospital to see to it that 
patients are not attended by resi- 
dents who are addicted to alcohol- 
ism, narcotics, or under the influ- 
ence of other stimulants or depres- 
sants. 

The position of the hospital in the 
community may determine, to a 
large extent, the duties of the resi- 
dent physician. Some hospitals may 
require the resident physician to 
live on the premises while others 
may permit him to live outside the 
hospital premises. This should be 
determined beforehand. 

There are few hospitals that re- 
quire that a _ resident physician 
should be a member of the local 
medical society but it is certainly a 
practice that should be encouraged. 


Loyalty 


From time to time, the resident 
may be requested to give advice to 
the administration on some partic- 
ular matter. He may be appointed 
to a committee for the purpose of 
investigating some particular situa- 
tion in the hospital. He should ac- 
cept such appointments with grace 
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and with appreciation of the confi- 
dence that is reposed in him. He 
has a duty to give honest, objective 
advice, free from bias or personal 
interest so as to enable the hospital 
administration to formulate policies 
that should be in the public interest. 

The contract of appointment to 
the resident medical staff of the 
hospital also implies sincere, loyal 
cooperation with the administration 
in all its activities. Loyalty demands 
support of the hospital management 
in its policies, rules and regulations, 
both inside and outside of the hos- 
pital walls. 

Criticism of the hospital to the 
community, to the nursing staff, to 
the employees, to the patients, or to 
the visitors in the hospital is dis- 
loyal. 

The proper place to criticize the 
hospital administration is in the 
closed confines of the office of the 
chief of the department, or in the 
office of the administrator if per- 
mission has been granted for this 
procedure by the head of the depart- 
ment. 

Loyalty to the physicians in the 
hospital is also an absolute neces- 
sity. A breach of loyalty on the 
part of the resident physician may 
be considered a just cause for the 
dismissal of the resident from the 
hospital, depending upon the cir- 
cumstances surrounding the offense. 


Teaching 


Every hospital has a duty to par- 
ticipate in the education of the pub- 
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lic, and a resident physician must 
be prepared to participate in such 
educational programs from time to 
time. 

If the hospital is participating in 
an educational program to improve 
public health, the resident physician 
may be required to make such rea- 
sonable contributions in time, energy 
and advice as are required of him. 
This again is based upon the poli- 
cies of the hospital and the relation- 
ship of the hospital to the com- 
munity. 

Every hospital has a duty to edu- 
cate its own staff. Some hospitals 
maintain schools for nurses, tech- 
nicians and administrative _ staff. 
Others carry on in-service training 
programs for junior employees of 
the hospital. The resident physician 
will undoubtedly be assigned to par- 
ticipate in these programs according 
to the policies of the hospital. He 
must be prepared to give lectures 
and demonstrations as they are as- 
signed to him and to carry out these 
assignments to the best of his ability. 
This is a part of his teaching experi- 
ence. It should not be regarded as 
an imposition but rather should be 
welcomed as an opportunity to pass 
on some of his knowledge to others. 

Education of interns and junior 
resident physicians is, of course, a 
sacred duty of the residents. It hard- 
ly bears mention since it is one of 
the essentials of the Oath of Hip- 
pocrates. 

Some hospitals provide services 
for indigent patients and for patients 


who are unable to pay for the serv- 
ices of a private physician. The 
resident physician at such a hospital 
is usually required to discharge the 


bulk of these obligations. This may 
sometimes entail long hours in the 
outpatient clinics, performing rou- 
tine examinations or work that may 
be considered drudgery because of 
its repetitive nature. The resident 
should always bear in mind that this 
is a part of his training and should 
discharge these duties graciously. 

Some hospitals are so situated 
that they are called upon to per- 
form a considerable amount of emer- 
gency work. As a rule, resident 
physicians welcome this type of 
work but caution should be exer- 
cised; the temptation to exceed 
one’s capabilities must be shunned. 
The resident should always remem- 
ber that his activities may engage 
the liability of the hospital as his 
employer, and may also engage the 
liability of the physician who is as- 
signed as his preceptor. 

The responsibilities of resident 
physicians will vary according to the 
nature of his appointment. The phy- 
sician who is appointed chief resi- 
dent of a large service must expect 
to handle a large volume of admin- 
istrative work on behalf of the chief 
of the department. He must accept 
gracefully the responsibility of su- 
pervision of younger physicians and 
must make his services available at 
all times for consultation with junior 
residents and interns. In addition, 
he may be assigned as health officer 
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for the nursing staff of the hospital, 
or to do physical examinations in the 
school of nursing. 

In most hospitals, where there is 
a well organized house staff, resi- 
dents are expected to attend medical 
taff meetings, clinico-pathological 
conferences, lectures, conventions, 
administrative meetings, to serve on 
committees and to make reports. 

It should be remembered that the 
more important is the position and 
prestige of the resident, the greater 
will be the duties imposed upon 
him. 

The resident physician is usually 
held in high esteem by the para- 
medical professions who work in the 
hospital and by the administrative 
employees of the hospital. His con- 
duct must at all times be exemplary 
and he must discharge his duties in 
a cheerful manner. 

The resident must be ever mind- 
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hospital administration. 
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- by his activities. 


Dr. Letourneau, long associated in the field 
of hospital administration and management, 
is editorial director of HOSPITAL MANAGEMENT, 
a monthly news and technical journal of ad- 
ministration for hospital administrators, de- 
partment heads and others in the hospital. 
He is also director of a program in hospital 
administration at Northwestern University and a consultant in 


NEXT MONTH: The Hospital’s Duty to the Resident. 


ful that the quality of the hospital 
will be judged, in large measure, 
The trustees of 
the hospital are expected to exercise 
profound and well-considered judg- 
ment to insure that those whom they 
have selected for the positions of 
greatest importance should, indeed, 
be those who are the most qualified 
to discharge the responsibilities con- 
ferred. 

The hospital has a right to ex- 
pect that the resident will be proud 
of his appointment and will conduct 
himself in such a way as to reflect 
nothing but credit upon the institu- 
tion. 

The degree to which the resident 
fulfills his obligations to the hos- 
pital will, in large measure, deter- 
mine the value of his educational 
experience as well as his effective- 
ness as a physician charged with the 
care of patients. 
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ne recent annual meeting and con- 
ontion of the American Medical 
ssociation, held in New York City's 
ast, air-conditioned Coliseum, broke ae 

| previous records for physician at- A Visit 
yndance. A total of nearly 20,000 
ember physicians were registered. h M 

nd most interesting to us, 3,000 ike) t e A A 
ssidents and 1,500 interns were on 
and for this largest of all medical 


Convention 


A cxnowledged to be the greatest medical show on earth, 
the 1957 AMA annual convention justified its advance bill- 
ing both in the number and nature of its scientific and com- 
mercial exhibits. It was the first such convention able to take 
advantage of the modern facilities available in the brand 
new Coliseum recently constructed at New York’s Columbus 
Circle. 

Physicians and their families and friends toured the long 
rows of carefully prepared displays, ate thousands of hot 
dogs, consumed hundreds of gallons of soda pop and coffee, 
and generally found the week-long convention to be more 
stimulating than any that have gone before. And each day, 
after attending meetings and traversing miles of aisles lined 
with exhibits, the visiting doctors packed in a full itinerary 
of seeing the sights of Manhattan and sampling the delights 
available (at a price) at Gotham’s world-famous restaurants 
and nightclubs, Broadway shows, ball games, museums and 
boat rides. 

It wouldn’t have been fair for your editors to focus a 
camera on the after hours doings of the convention-goers, 
but we did manage to record a few views of the convention 
itself. 

Nearly 2,000 residents stopped by our exhibit on the main 
floor to say “hello” and sign our guest book. For those who 
took this time and for residents who had suggestions, please 
accept our thanks. 


THE Epitors AND STAFF 
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Casting one enthusiastic vote for psycho- 


analysis — and with the idea of helping 
other physicians who might find themselves 
in emotional difficulty — the author gives 


a personal report of his own 


Recovery 


—_— months ago while a resi- 
dent in pediatrics, I went into a 
panic. 

My calm, almost exclusive dedi- 
cation to medicine exploded. My 
increasing self-awareness suddenly 
split me into two different and op- 
posing personalities. 

I was mentally ill. 
Through the months that _fol- 


lowed, I was led through impossible’ 


torment ranging from suicidal im- 
pulses to varying stages of regres- 
sion, depression, isolation, a fantasy 
of life. Yet, with the aid of this 
period of psychoanalysis I was able 
to attain a new and refreshing 
equilibrium. 

Perhaps what I write may help 
you, either personally as individuals 
or professionally by giving you an 
insight into the problems of your 
emotionally ill patients. 

My illness was not an overnight 
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From Mental Illness 


Howard Sterling, M.D.* 


affair. I suppose it had been build- 


ing for a number of years. I had 
been painfully angry at my father 
since earliest childhood. His quiet, 
generous nature was frequently con- 
tradicted by impulsive punishment, 
sadistic humor and unpraising si- 
lence. This, I have since realized, 
left me with a continuing sense of 
resentment which would not die. 
Many of my father’s remarks came 
to my mind again and again, like an 
endless phonograph record which 
played itself in my mind almost 
every day through the years (my at- 
tention was divided between the 
outer world and inner dreams of 
violent acts or anonymous, abusive 
voices. ) 

Fuel was added to my emotional 
fire when I graduated from high 
school. I had hoped to be a lawyer. 
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However, the economic situation left 
me undecided between a choice of 
medicine or law as a career. 


Medicine 


When my father suggested that 
medicine offered the greater prom- 
ise, I felt that this must be my de- 
cision. I did not feel free to ex- 
press my own feelings because of 
my relationship with my father and 
because of the world situation. Yet, 
years later, in spite of my interest 
in science, followed by a successful 
career in college, medical school and 
several years of residency, I had the 
feeling that I wasn’t “all there.” 

I felt like a lawyer pretending to 
be a doctor—a boy pretending to be 
a man. 

I thought of myself as being in 
two parts, one of them still wishing 
to be a lawyer and the other which 
considered the practice of medicine 
as “the greatest.” 

Oddly enough it was a decision 
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concerning marriage which forced 
me to realize that I was gradually 
acquiring what could be a danger- 
ously neurotic attitude. During 
medical school or internship I had 
never felt I was a real person hav- 
ing clearly defined goals. In other 
words, it was impossible for me to 
make a major decision, which mar- 
riage certainly was. 

It seemed to me then that this 
business of becoming a physician 
was causing me to be in a perpetual 
state of indecision; this grouped it- 
self as an inability to achieve self 
realization. (Only after analysis 
did I come to realize that the inde- 
cision was a common neurotic dis- 
guise concealing feelings or wishes 
which I had either forgotten or was 
never aware of.) 


Letter 


Thus, the final indication of the 
conflicting attitudes in my own mind 
came a few years ago. I opened a 


The author, the youngest of six children, is a 
lifelong resident of a city in the northeastern 
United States. Graduating from high school with 
honors, he attended an Ivy League College with 
time out for a period of Army service. He ranked 
in the upper third of his class in medical school. 


After completing a rotating internship and while in his last 
year of residency in a university hospital, he was taken ill. 
During his residency he was considered to be a quiet, cooperative 
and conscientious young physician. At present, he is in limited 
general practice and is continuing his analysis. Neither married 
nor engaged, he is optimistic about his future but believes that it 
is wiser to defer plans for marriage until he has achieved the 
maximum benefit from his analysis. 
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letter from the girl whom I had ex- 
pected to marry—though, as I 
pointed out, I had never made a de- 
cision either in my own mind or in 
conversation with her. Enclosed in 
the letter was a newspaper clipping 
showing her engagement picture and 
the note: 

“Dear Harold — The _ enclosed 
clipping was in yesterday’s paper. 
Much luck to you in everything.” 

We had met the previous year 
while I was working at a leading 
hospital in Baltimore, and had be- 
come very fond of each other. It 
seemed an excellent match; her 
work was in a medical field and we 
had clicked from the first moment, 
six months before when I met her at 
a party. We had corresponded reg- 
ularly and she sounded delighted 
when I had recently called her and 
arranged to meet in two weeks at a 
medical convention. 

Now, the sudden loss left: me 
dazed and dreaming of the past as 
I walked around the hospital corri- 
dors. Why the sudden change of 
heart? Was there any point in call- 
ing her again? At the dinner table 
my friends tapped me on the arm— 
“Harold, wake up!” 

After two weeks of turmoil I went 
to the convention; but it held no in- 
terest for me. Deciding that it was 
now or never, I called her on the 
telephone and was surprised to re- 
ceive a friendly reception. 
as mixed up as I was. 

She told me that she preferred me 
but had acted impulsively and be- 


She was 


come engaged to her second suit«i 
to end her anxiety over my pro- 
crastination. Again I con- 
fronted with the decision of whether 
I wanted to marry her; the yes-and- 
no of the preceding weeks rose to a 
fury and stayed there. 

I started to say: “But I think you 
will make me a very good wife” 
and when it came out, the “me” was 
blocked and changed to “someone” 
before I could control it. 

I became aware that the alternat- 
ing feelings which had continued 
since her engagement had _ split 
wider into two identical voices, both 
mine, both urgent, which now ar- 
gued with each other simultaneously 
—one saying “Go ahead before it’s 
too late!” and the other “You don’t 
dare, for fear of your life!” 

My intellect could not choose be- 
tween these two inner speeches of 
equal intensity. I sat there, a be- 
wildered spectator to this uncon- 
trollable internal disorganization 
which I had never experienced be- 
fore in my life. 


Panic 


She offered me a few days to think 
it over. But the panic persisted. 
now augmented by acting out my 
feelings of urgency. I hurried re- 
peatedly to the phone booth, feel- 
ing sure that I was doing the right 
thing, but by the time I was seated 
before the phone, my feelings had 
switched in a few seconds to the op- 
posite track, convincing me that I 


must let her go. An unseen power 
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ithin me was throwing the switch 
» and back, and I acted out the 
ling that existed at the moment 
ith a constant chattering in my 
had. I appeared outwardly calm 
od pursued my work as well as I 
ould. 

| finally went to see a psychologist 
rend, fearing that I was going 
razy. Only then did I realize that I 
as in the midst of a severe neuro- 
sis He warned me that I might 
wish to act impulsively or feel angry 
alter exposing my feelings to him. 
Both were true. 

After consulting the staff psy- 
chiatrist for a referral, I made ar- 
rangements to see an analyst near 
the hospital. Fortunately my sched- 
ule was flexible; I left the end of 
each conference in a rush to get to 
the office on time while avoiding 
everyone’s eye. 

The time has unfortunately not 
yet come when one can speak casu- 
ally of being a patient of a psychia- 
trist. I kept it a secret because I 
feared being ridiculed, being asked 
why I was going, as well as possible 
injury to my career if the senior 
staff found out. The common ex- 
perience of my colleagues on the 
ward was that neurotic people are 
nuisances because they don’t behave 
as other people do; we had prac- 
tically no insight into how they felt, 
so | expected the same treatment. 


Fear 


The time of starting treatment is 
% full of painful emotional instabil- 
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ity that I felt withdrawn from others 
anyway. The fear of being consid- 
ered insane was real at that time be- 
cause of the peculiar feelings, fan- 
tasies, and distortions of self-aware- 
ness; as I learned later the uncon- 
scious idea that I was dangerous to 
society led me to restrict my social 
contacts to my work. 

I stayed in my room or went for 
walks, alone. For weeks my head 
was full of voices rambling on and 
on—ancient memories, jokes, ne- 
ologisms, feeling that my life was 
a tragic mess, that if I could not 
make up my mind about marrying 
a girl without going into a panic 
then I could never get married. I 
might as well end it all right then 
because I could foresee only the 
loneliness of bachelorhood while my 
friends were making plans to marry 
and go into practice. Looking for a 
new girl friend I mused, would only 
lead to the electric shock of another 
panic. 

The impulse toward suicide was 
very strong and would come over me 
a dozen times a day. A quick jump 
off the hospital roof or a prolonged 
shock from the wall socket would 
put an end to the overwhelming 
loneliness and isolation, the feeling 
of being dead, an intellectual ma- 
chine capable of healing others but 
useless to myself. 


Depression 


The song “The Great Pretender” 
appeared at that time and suited me 
exactly—polite, witty, efficient on 
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the outside and inside the fluctuat- 
ing depression and noise from the 
left side of my head as the right side 
tried to listen to a chest or pay at- 
tention on rounds. 

- If only the noises would stop. If 
only I had someone or something 
worth living for. If only I could 
feel some human link with the 
world, someone who could under- 
stand how I felt—if I dared to ex- 
press these feelings. 

My attention withdrew into strat- 
ospheric isolation. My inner speech 
felt as if it originated from outside 
me. I told myself jokes that I never 
heard before. The real world was 
inside and the outside world was 
only a dream; I lived and worked 
in my sleep with eyes open. As I 
rode in buses I smiled to myself un- 
til people stared. 


Analyst 


My one link with the world was 
my analyst. No doctor likes to be 
a patient, especially a doctor who 
has attained a position where he 
gives the orders. How unique then 
to be a patient of a physician who 
does not answer when one talks to 
him except at his discretion, over 
whom one has no control, who is at 
once sympathetic but objective, and 
above all can understand, even an- 
ticipate, one’s feelings and remarks. 

It was embarrassing at the begin- 
ning to talk to a stranger about my 
personal affairs. I pictured that I 
would talk myself out in a few weeks 
and it would be all over, perhaps 


with some reassurance that there ar¢ 
“plenty of fish in the sea.” 


The 
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Or perhaps we would talk aboutf.4 fo: 
my childhood and sex life as in con jjttle 
fession magazines. In spite of threelHi. 
pre-medical courses in psychology oring 
and medical school psychiatry it isfy, ¢ 
only in retrospect that I can see 
naive I was when it came to under-M A fte. 
standing my feelings and wh 
through the years—how concealed Mj, sai 
a neurosis is even from a physician. Bajyise 
Understanding one’s own feelings is Bi nalys 
quite separate from objective learn-@ | sy 
ing through books or experience. to the 

At 
Knowledge ready 


made 


My book knowledge only served 


to hinder my treatment because I Munder 
would unconsciously prefer to talk better 
about what I had read in order to§ Fin 
guard what I felt at the moment. | Bifeelin 
felt that I was a doctor too, and my BR avior 
education had covered all the usual § jong-} 
phrases (oedipus complex, fixation, § resen 
masochism, projection, etc.). Didn't B feren 
I know as much as he did? physi 

I discussed intellectual matters, Ban a 
told jokes, or talked about sex, all § sides. 
the time seeking to tell him what I § for ¢] 
imagined he would like to hear, § ing b 


while unconsciously avoiding discus- 
sion about myself or my feelings. 

Before entering the office, I could 
not help thinking up things to say, 
and then speaking freely about them 
as if in free association. This be- 
havior showed now, after a lifetime 
of keeping my feelings to myself, I 
just could not let them out, even if 
I tried. 
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Tne dissociation between inner 
elings and outer behavior contin- 
ed for months. I saw myself as 
little boy and occasionally acted 
ike one. Through winter and 
pring I lived in a cycle of hospital 
uty, daily furtive trips to the ana- 
ytic couch, and back to my room. 

After the first six weeks of say- 
ing whatever came to my mind while 
he said almost nothing, the analyst 
advised me that I needed long term 
analysis. 

I switched from sitting in a chair 
to the more relaxing couch. 

At least twice a month I was 
ready to quit. Each new insight 
made me feel that intellectually I 
understood everything but felt no 
better because of it. 

Finally, the friendly, dependent 
eeling that the analyst was my 
savior changed after several months; 
long-hidden feelings of anger and 
resentment emerged in the trans- 
ference relationship. It felt like the 
physician part of me was dragging 
an angry little boy to the office. Be- 
sides, although I had some respect 
for the analyst, I couldn’t recall hav- 
ing heard of anyone being helped by 
analysis. I became skeptical and I 
devaluated the whole business; the 
analyst was a good natured but in- 
competent physician, taking too 
much of my money, and in a quack 
specialty besides. 


Yet, a part of me kept saying 
“Hang on a while longer—it’s your 
only hope—it’s the neurotic part of 
you that is looking for a way out.” 
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I remember one day that I came 
at the hour appropriate for the pre- 
vious day. I had missed the session. 
Unaware of my error, I sat in the 
waiting room wondering if the doc- 
tor was missing because the previ- 
ous patient had killed him. (I had 
unconsciously confused myself about 
the days of the week to prevent di- 
rect expression of my wish to com- 
mit murder.) 

I became absent minded while 
driving. Having never received a 


‘ summons in ten years of driving, I 


went through two red lights and up 
the wrong side of a busy two-way 
street within a month, collecting one 
ticket and release from another by 
a policeman sympathetic to my 
white uniform. 

When an annual industrial show 
arrived, the nostalgia of having seen 
the previous one with my former girl 
friend overcame me; I called up a 
friend of hers (whom I had dated 
six months before) to ask for a date 
that night. Although afterwards 
this seemed like bad timing, it was 
part of a feeling that the external 
world is a dream in which there are 
no rules, only impulses. 


Work 


The neurosis showed in my work. 
For at least a year I had found it 
difficult to concentrate on my read- 
ing. I would daydream in the 
middle of an article and forget what 
I had read. Having been enthusi- 
astic and an aggressive collector of 
“pearls,” I was distressed by my in- 
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ability to keep up with the rest. It 
hurt my pride that I felt I had little 
to contribute to the younger resi- 
dents despite my years of training. 
I tried to cover up by telling jokes 
‘instead. 

My feeling of anxiety on making 
ordinary decisions became exagger- 
ated and, fearing that my self re- 
spect and reputation would fall if I 
were exposed, I began to avoid re- 
sponsibility or initiative. My social 
and professional life narrowed in an 
increasingly guarded spiral as my 
self respect sank lower and lower 
until I felt as if I were walking on 
a tight rope. 

I sometimes made unjustified, in- 
discreet personal remarks, belittling 
the senior staff, and immediately 
wondered why I had said such 
things. (It was to provoke being re- 
jected by them, which gave me some 
control, rather than wait for rejec- 
tion by surprise. ) 


Trouble 


As my initial timidity on the 
couch receded with the analyst’s 
encouragement to speak freely, my 
Ivy League manner. and ~ adult 
sophistication changed to a stream 
of defiance, ridicule and _ profanity. 
Everything that ever bothered me 
came out, directly or indirectly. 

It was nearly a year before I be- 
gan to see that the cause of my 
problem did not lie in what “they” 
had done to me; in my childhood 
misunderstanding of what these in- 
cidents and experiences meant. I 


had chosen inefficient methods 
handle the feelings and wishes thqme®*teT 


resulted from these misinterpretqm!® 
tions. patient: 
The trouble was with me. nage. 
others. mean s 
As I reviewed my life and th I bel 
emotional development of a timigg”@4 b 
boy with an “inferiority complex, aa 
doctor 


confused about his sexual feelings 


the “baby” of a large family. | who te 
learned how in adult life it is pos ‘ney 
sible to be intellectually capablejq™ pla 
with an agreeable personality, like: who f 
able to girls, and still have an emof lve 4 
tional wiring diagram containing ™edic 
many features of early childhood. [jt I 
learned the meaning of twitches 
involuntary shrugs that I had had adult 
since childhood and they have 
most disappeared. My _ tension hospi 
headaches have become less fre‘? ™ 
quent. I now know the real mean- of of 
ing of my lifelong indecision, cul- Def 
minating in panic. 

This experience, resembling 
growing up all over again, (ing tern: 
many respects for the first time) B ence 
has been neither quick nor painless.§ goin 
Analysis takes time and is thus have 
avoided by so many who need it. of n 

It means swimming upstream § s 
against unconscious resistance, an™ |. 
emotional experience lived in the § the 


present from which the childhood § chil 
roots of present feelings are exposed § cha 
as they appear in each day’s be- @ 2p 
havior. Tes 

It still takes effort to do some- 2: 
thing constructive based on my new @ P* 


insight, to rechannel my feelings 
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nto new habits. I now have a 
eater and deeper understanding of 
he emotional problems of neurotic 
patients, and know how to care for 
bem. Their feelings and behavior 
mean something to me. 

I believe that this article will be 
rad by others with neurotic illness 
because such illness is not rare. The 
doctor without any definite plans, 
vho takes the longest possible resi- 
dency to procrastinate, who makes 
n0 plans for marriage in his future, 
who feels isolated and is content to 
lve in the intellectual world of 
medicine may save himself much re- 
gret by seeking psychiatric help to 
uncover what is blocking him from 
adult goals. You needn’t wait for 
acute symptoms. The years of a 
hospital residency, looking forward 
to marriage and practice, are years 
of opportunity for this purpose. 


Defenses 


I would like to present some pat- 
terns of thinking which I experi- 
enced. They are defenses against 


going to a psychiatrist. In fact, I 
have heard the same ones from some 
of my neurotic patients who refused 
to seek help. ; 

1. My present problems are due to 
the way my parents treated me in 
childhood. Since they haven't 
changed, then I can’t change. (I’m 
a passive piece of putty without any 
responsibility for my own growth.) 
2. You can’t change the past. (The 
past illuminates the present through- 
out the analysis but the treatment is 
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intended to understand the present 
in order to give new freedom to fu- 
ture decisions. Present feelings can 
and do change when their logic is 
understood and the need for them 
changes. ) 

3. You can’t change human nature. 
(No doctor can. My natural powers 
healed me through learning and ex- 
pressing my feelings, with the sup- 
port of a psychiatrist. Remember 
Ambroise Paré’s famous statement 
“I dressed him and God healed 
him.”) 

4. I’m too old to change. (Emotion- 
al growth can certainly take place 
at our age and older. But it takes 
emotional work, which involves ex- 
periencing some anxiety, to bring in- 
sight into one’s grasp, swallow it, 
digest it, and grow.) 

5. Analysis deals with sex. My sex 
life is O.K. So analysis has nothing 
to offer me. (It is a common mis- 
conception, used to deprecate analy- 
sis, to say that it deals exclusively 
with sex. Sexual feelings are im- 
portant but far from the entire sub- 
ject. It is closer to the truth to say 
that analysis deals with achieving 
mature peace of mind.) 

This account of my analysis and 
life story is far from complete; yet. 
I have tried to describe how it feels 
to be seriously affected by an emo- 
tional illness and its influence on 
one’s life over many years. Perhaps 
it will give hope to other physicians 
so that they may enjoy the satisfac- 
tion of feeling like a good doctor as 
well as being one. Perhaps the day 
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will come when a neurotic person is an adult, to see oneself as one is, w 
accepted as a sick person. And per- be recognized as the crippling ei 
haps, too, the inability to feel like tional handicap that it is. 


Are you sure you're getting the right medicine?" 
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Donald J. Caseley, M.D. 


The Resident Becomes a Teacher 


"It's a very ancient saying 

But a true and honest thought 
That if you become a teacher 

By your pupils you'll be taught 
As a teacher I've been learning 
And forgive me if | boast 

But I've now become an expert 
On the subject I like most... " 


. .. So states Oscar Hammerstein II in the whimsical little 
ditty, “Getting to Know You,” set to the delightful music of 
Richard Rodgers in “The King and I”. Hammerstein’s 
place in posterity probably will not be that of an authori- 
tative educator, but the validity of his catchy little rhyme 
seems basic. 

In the course of his training program the resident is cast 
in a number of different roles. First, he is a learner—else 
why would he choose to extend a period of financial self de- 
nial? Secondly, he is a practitioner of medicine. His prac- 
tice output, when collectively calculated, represents a tre- 
mendous community service. Thirdly, he is gaining stature 
as an investigator. Although by no means a consistent role, 
the resident is appearing with increasing frequency on the 
research team. He is definitely developing his proclivities 
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in that direction. Fourthly, he is a 
teacher. His pedagogical responsibili- 
ties may be heavy or light, depending 
to a large degree on the character and 
size of his institution. But some form 
of academic involvement exists in any 
situation worthy of the name, resi- 
dency. Almost invariably, it includes 
the instruction of interns and, fre- 
DONALD J. CASELEY quently, of student nurses. More and 


University of Hlinois more, the resident is being identified 


in the clinical clerkship program of 
andne College of” the undergraduate medical student. 
Medicine Much has been written and said of 
the philosophies and techniques of resi- 
dent education. The part played by the resident in the com- 
prehensive service picture has attracted notice. However, the 
teacher role, to a substantial extent, has been taken as a 
matter of course. One wonders if the full potential of this 
valuable teaching resource could be more effectively em- 
ployed. 

If effectual utilization of the resident’s academic talents 
is to be realized, definition and identification of his specific 
areas of usefulness must be undertaken. Obviously, the 
house officer is not a finished and polished physician and, 
therefore, his academic influence will seldom exceed his 
value as a doctor. 

At a given level of training some residents will be profi- 
cient in teaching clinical clerks. They will be not only well 
informed and industrious in performing their duties, but 
will be articulate and stimulating in their association with 
students. They will have certain natural characteristics 
which mark the skilled teacher regardless of his habitat. 
On the other side of the ledger a certain percentage of the 
resident staff, at best, will have limited pedagogical sub- 
stance. 

Granting this disparity in teaching skills among residents, 
their maximal utilization demands careful analysis: on the 
part of the senior faculty. Conducting clinico-pathological 
conferences or teaching conferences does not make as effec- 
tive use of the resident in his educational role as casting 
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him in the more natural setting of the K6ur by Héur coach 
or preceptor for the ward functions of ‘the® clinical clerk. 
In the patient-oriented system er medical education, where 
the care of sick persons is the focal point, the physician on 
every level of the medical hierarchy is expected to fulfill 
his role to the limit of his competence. 


In the teaching hospital, this hierarchial system starts 
with the medical student and includes the intern, the assist- 
ant resident, the resident (and ftequently a senior resident), 
the junior and senior attending physicians and the chief. 
That none ceases to learn is a basic assumption of the teach- 
ing process. That each may and probably does learn from 
the others is almost equally basic. The natural flow of 
knowledge and inspiration is from above downward, but the 
fact that there is a flow in both directions is incontrovertible. 


In a period when faculty recruitment represents one of the 
most trying problems of administrative officers, utilization 
of the reserve strength which is dormant in the resident 
group becomes a necessity. In those teaching hospitals 


where the resident has been given identification in the teach- 
ing structure, his role might be expanded profitably as his 
capacities are re-evaluated. In institutions where the edu- 
cation of medical students is only incidental, a great deal 
can be done to make the ward experience of the student 
more meaningful. 


It is inconceivable that there are medical school teaching 
hospitals which have completely ignored the potential value 
of the resident as a component of the educational system, 
but there can be little doubt that a greater academic yield 
from this source may be had for the asking. 

From the resident’s standpoint, the closer his role ap- 
proaches his capacity for teaching, the more valuable his 
own learning experience will be. All phases of the resident 
training program require progressive challenge to maintain 
the rate of intellectual growth and the educational com- 
ponent is certainly no exception. In the end the resident 
will find out, as Anna did in “The King and I”, that “by 
your pupils you'll be taught” and it will be a major con- 
tributing factor in enabling him to “become an expert on 
the subject I like most”. 
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University ¢ 
Education: 0S} 


1 University of Illinois Re- 
‘search and Educational Hospitals 
in Chicago, Ill., are the primary 
clinical teaching facility of the Uni- 
versity’s College of Medicine. 

The Hospitals are a part of the 
vast Illinois Medical Center District 
comprising the largest hospital and 
medical education complex in the 
nation. The District currently con- 
tains more than 5,200 beds (with sigm 
800 others being added), three dige 


facil 
parts 


medical schools, two dental colleges, in-pé 
a school of pharmacy, three nursing gery 
schools and a myriad of medically colo 
related and oriented activities. Total a 
valuation of its physical plant com- of t 
ponents is in excess of $175 million. “? 


Within the framework of this con- 
centration of healih facilities, “R hed 
and E”, as it is colloquially termed, — 


is composed of a number of institu- - 
tions which are organized into a emt 
functional hospital unit of 620 beds 1 
and 40 bassinets. rane 
in- 

Units stat 
The first building of the present for 
“R and E” group was the General ane 
gel 


Hospital, completed in 1925 as a 


@ Residents at main entrance to R&E. In: 


‘ 
a 
the 


inois Research and 


ospitals 


With a remarkable autopsy percentage year after year, 
“R and E’’ offers approved residencies in 17 specialties 
plus a fully integrated hospital-university clinical program 
which accepts no private patients and emphasizes bedside 
teaching and resident responsibility for patient care. 


facility of the State of Illinois De- 
partment of Public Welfare and de- 
signed to serve the needs of the in- 
digent sick in Illinois. It contained 
in-patient services of medicine, sur- 
gery, pediatrics, obstetrics and gyne- 
cology and a modest facility for 
psychiatry. All out-patient activities 
of the College of Medicine were in- 
corporated in this structure. 

The orthopedic unit, containing 
beds for both children and adults, 
was erected by the state welfare de- 
partment as the Illinois Surgical In- 
stitute in 1930. 

The Illinois Neuropsychiatric In- 
stitute was completed in 1940 with 
in-patient accommodations, clinics, 
staff offices and research laboratories 
for the departments of psychiatry 
and neurology and neurological sur- 
gery. 

Under terms of agreement with 
the welfare department, the General 
Hospital and the Illinois Surgical 
Institute were conveyed to the Uni- 
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versity in 1943, and in 1951 the 
Illinois Neuropsychiatric Institute 
was incorporated into the Research 
and Educational Hospitals. 


Recent expansion 


The most recent expansion was 
completed in 1953 with the erection 
of a conjoining 14-story structure 
which is connected by underground 
tunnel with the other hospital and 
college buildings in this square 
block area. 

As the “center of gravity” for ihe 
entire hospital operation, it contains 
the administrative offices and the an- 
cillary services for all units—medi- 
cal records, radiology, dietary, oper- 
ating rooms, central supply and the 
emergency service. In addition, there 
are in-patient facilities, depart- 
mental offices and laboratories for 
the departments of medicine, sur- 
gery and pediatrics. 

A continuing program of remodel- 
ing of the parts of the Hospital from 
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Tho University of Illinois Research and Educational Hospitals. In the center is the 
14-story addition. The original building is hidden by the new structure. At left in 
photo is the neuropsychiatric building of the Hospitals which houses the College of 
Medicine's Departments of Psychiatry, and Neurology and Neurological Surgery. 
At far right is the Dentistry-Medicine-Pharmacy building of the University's Chicago 
Professional Colleges, providing classrooms, laboratories and administrative offices. 


which clinical services have been re- 
located is in progress. The extent 
and complexity of the job, and the 
need to keep essential services in 
operation, project the remodeling 
program well into the future. 

The Illinois Eye and Ear In- 
firmary, located about halfway _be- 
«ween the Medical Center and the 
“Loop”, is operated as a joint func- 
tion of the Department of Public 
Welfare and the University. It is 
staffed by the departments of oph- 
thalmology and otolaryngology with 
consultants from the division of 
anesthesiology and departments of 
pathology, radiology, medicine and 
pediatrics. 
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Professional colleges 

The Research and Educational 
Hospitals are an integral part of the 
Chicago Professional Colleges of the 
University of Illinois, the main cam- 
pus of which is located at Urbana- 
Champaign, about 140 miles to the 
south. The Professional Colleges in- 
clude the College of Medicine, cur- 
rently admitting first year classes of 
190 students; Dentistry, admitting a 
freshman class of 90; Pharmacy. 
with 200 new students, and the 
School of Nursing, a collegiate pro- 
gram which graduated its first class 
in June 1957. 

In addition to hospital adminis- 
trative duties, the medical director 
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House staff members in the College of Medicine's Quine Library of Medical Sciences, 


one of the largest medical libraries in the United States. The library has 125,000 
volumes and receives regularly 900 medical journals. 


. of “R and E” is associate dean of 
the College of Medicine. This unique 
dual appointment was developed to 
provide maximal coordination be- 
tween the College and the Hospitals 
in their primary educational func- 
tion. 


Working relationship 


Although the Hospitals represent 
the focal point for the clinical teach- 
ing program for undergraduate 
medical students, other institutions 
in the District are used to a sub- 
stantial extent. These include Pres- 
byterian-St. Luke’s, Cook County 
and the West Side Veterans Ad- 
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ministration Hospitals. 

A formal contractual relationship 
exists with Presbyterian-St. Luke’s 
Hospital and a close working rela- 
tionship with the two hospitals is 
enhanced by a substantial overlap 
at the faculty-attending staff level. 
The proximity of the four institu- 
tions has a material bearing on the 
integration of teaching activities and 
the referral of interesting teaching 
and research cases. 


Outpatient clinics 


The out-patient clinics of the Re- 
search and Educational Hospitals, 
embracing all of the recognized spe- 
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cialties and many of the subspecial- 
ties, are operating at a volume ex- 
ceeding 200,000 visits per year. Dis- 
tribution of clinical material seen 
here in the course of a year covers 
virtually the entire spectrum of 
médical problems. 

The emergency service, activated 
in 1954, offers experience in han- 
dling acute and emergency cases 
which contributes materially to the 
maturity and poise of the resident 
in training. Approximately 1,100 
cases each month are treated in the 
emergency service; the service in- 
cludes all facilities for high quality 
emergency care, and maintains four 
beds for patients requiring overnight 
observation. X-ray and laboratory 


equipment are included in the suite. 
One of the features which, accori- 
ing to the hospital administration. 
“contributes in a major way to thie 
value of ‘R and E’ resident train- 
ing,” is its policy governing the ad- 
mission of patients. Working under 
a general mandate to make its fa- 
cilities available for the care of the 
medically indigent, the fact that a 
patient has sufficient resources to 
pay does not bar his admission if 
the nature of his medical condition 
has teaching or research interest. 


Admission policy 


The Hospitals are operated almost 
entirely on an appropriation from 
the State of Illinois through the 


House staff members of the R&E Hospitals walking across the hospital quadrangle. 
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Discharge summaries are transcribed by 
stenographers in the Hospitals’ medical 
records library-transcription pool. About 
50 summaries a day are transcribed here. 


University. Patients with resources, 


including prepayment insurance 
plans, are accepted as service pa- 
tients under the care of house staff 
members who, in turn, are respon- 
sible to attending physicians. 

There are no private patients in 
the Research and Educational Hos- 
pitals. 

Admissions are usually made at 
the discretion of the member of the 
resident staff assigned in rotation to 
the admitting function for each of 
the 30 clinical services. 

The sources of admission to the 
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wards are basically three. First, ine 
outpatients clinics represent the 
major area for admissions, followed 
by referrals from physicians and 
social agencies in the county and 
state. Thirdly, an increasing number 
of patients have been admitted 
through the emergency service since 
its activation in 1954. 

Efforts have been intensified in 
the past two years to enhance the 
relationships with referring physi- 
cians throughout the state by im- 
proving communications relating to 
their patients. Telephone dictation 
equipment is installed on each 
ward. Letters or case abstracts dic- 
tated from the house staff office on 
the wards are recorded in the cen- 
tral transcription pool. Prompt, con- 
cise reports on the workup, diag 
nosis and treatment are regarded as 
an essential part of the process of 
resident training, particularly, as it 
relates to the art of inter-physician 
relations. 

Since residency training is basic- 
ally an academic pursuit as far as 
the candidate himself is concerned, 
and since the format now used is a 
conspicuous departure from the 
established patterns of graduate 
education, the facilities and activ- 
ities that contribute to the academic 
strength of the program take on 
added significance. 


Library, research 


The Research and Educational 
Hospitals, organized as they are in 
the family of the University’s Pro- 
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ATTENDING STAFF . if its | 
} The attending staff of the Hospitals and Clinics, representing 120,000 
|| the first line of strength of any residency program, is composed more t 
of almost 500 members of the faculty of the College of Medicine. part © 
The following professors are heads of the clinical departments: Librar 
Marcus R. Caro Dermatology he 
Harry F. Dowling Medicine and th 
Eric Oldberg Neurology and Res 
Neurological Surgery lege © 
William F, Mengert Obstetrics and Gynecclogy repres 

William F, Hughes, Jr. © Ophthalmology ment 
Francis L. Lederer Otolaryngology of $1 
Robert D. Ray Orthopaedic Surgery Univ 
Cecil A. Krakower Pathology _™ 

Heyworth N. Sanford Pediatrics ad 
David |. Abramson Physical Medicine — 
and Rehabilitation atte 

Mark Lepper Preventive Medicine 

Francis Gerty Psychiatry T 
Roger A. Harvey Radiology buil 
Warren H. Cole Surgery 2am 


In addition, the following doctors of the department of path- 
a ology in the College of Medicine head the hospital laboratories: 


John B. Fuller 2 Director of Laboratories 
Donald R. Russ’ Associate Director and 
Director of Blood Bank 


Dr. Max S. Sadove, a member of the department of surgery 


in the College of Medicine, heads the division of anesthesiology in 
the Hospitals. 
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tssional Colleges, enjoy rather 
wique collateral academic advan- 
ages. The Quine Library of Medical 
Sciences, one of the largest libraries 
of its kind in the nation, contains 
}20,000 volumes and subscribes to 
more than 1,100 journals. It is a 
yart of the University of Illinois 
Library which in itself ranks third 
in the country among university 
libraries in the number of volumes 
and the scope of reference material. 
Research conducted by the Col- 
lege of Medicine through its faculty 
represents an annual dollar invest- 
ment from outside grants in excess 
of $1 million dollars in addition to 
University funds. Much of this work 
is carried on in the clinical fields 
and by the staff of the clinical de- 
partments in the hospital areas. 


Attending staff 


The attending staff structure is 
built around the concept of full 
time department heads with varying 
numbers of full time staff members. 


Here a member of 
the Research and 
Educational Hospi- 
tals house staff dic- 
tates a summary of 
a hospital admission 
upon discharge of 


the patient, using 
the telephone re- 
cording system on 


one of the wards. 


However, all departments are sub- 
stantially strengthened by a num- 
_ber of attending physicians whose 
time varies from 90 percent to 10 
percent. This balance in interest 
and skills is deemed important in 
providing the broadest possible in- 
tellectual stimulus to the residents. 
the interns and the clinical clerks. 

The full time staff members co- 
ordinate administration with their 
respective teaching and research in- 
terests and the part-time staff mem- 
bers contribute their private prac- 
tice experience with emphasis on 
the total care of the patient. 


By doing 

The role of the attending physi- 
cian in the scheme of medical care 
of patients is one of supervision and 
policy making. The day by day 
planning of the details of patient 
care, performing procedures, direct- 
ing the efforts of interns, assigning 
patients and supervising workups of 
the clinical clerks are all regarded 


] 
| 
| 
| 
ng 
od 
e, 
| 
| 
| 
| 
- = 
| 
n July 1957, Vol. 3, No. 7 75 
| 


as functions of the resident. In ad- 
dition to these, most of the services 
assign a part of their consultation 
work for other departments to a 
senior resident. In the operating 
rooms the majority of the work is 
done by advanced residents, fre- 
quently under the direct super- 
vision of the surgeon on service, 
but with the principle in mind that 
only by doing procedures can skill, 
judgment and maturity be devel- 
oped. 
In contrast to the intern, who has 
only circumscribed duties in the 
outpatient department, the resident 
has a very responsible role. Resi- 
dents as a group are not responsible 
for-all of the on-going activities of 
the clinic, but in all clinical areas 
the resident has both initial diag- 
nostic and follow-up assignments. 
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Ward rounds give 
house staff members 


a chance to discuss 
each patient's case 
thoroughly with at- 
tending staff mem- 
bers. 


In the typical outpatient clinic 
a visiting physician will be assigned 
on a rotation basis and will assume 
the responsibility for the work in 
the clinic, including the supervision 
of the fourth year student’s work. 
Frequently, a full time faculty 
member is in charge of all clinics 
of a given department. He super- 
vises the assignment of the visiting 
staff and helps the resident in the 
organization of his work. With only 
minor exceptions, there are no dis- 
embodied experiences in the clinic 
without conjoined ward duties. 
The keystone in the resident edu- 
cation program is bedside teaching, 
with patient responsibility adjusted 
to the individual capacity of the 
house officer and commensurate with 
his status in the training program. 
With the obligation to take Jeader- 
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in the following specialties: 


Program 


Anesthesiology 
Dermatology 

Internal Medicine 
Neurology and 
Neurological Surgery 


Obstetrics and Gynecology 


Ophthalmology 
Orthopaedic Surgery 
Otolaryngology 
Pathology 
Pediatrics 
Plastic Surgery 
Psychiatry 
Psychology 
Radiology 
Surgery 
Urology 


Dental (Oral Surgery) 


Illinois Eye and Ear Infirmary 


Ophthalmology 
Otolaryngology 


APPROVED RESIDENCY PROGRAMS 


The Hospitals are fully approved by the Joint Commission on 
Accreditation of Hospitals. They are also approved by the Council 
on Medical Education and Hospitals of the American Medical 
Association for rotating internships and for graduate training 


Chief of Number of 
Service Residents 


Max S. Sadove 11 
Marcus R. Caro 
Harry F. Dowling 


Eric Oldberg 
William F. Mengert 
William F, Hughes 
Robert D. Ray 
Francis L. Lederer 
Cecil A. Krakower 
Heyworth N. Sanford 
Paul W. Greeley 
Francis J. Gerty 
Alan K. Rosenwald 
Roger A. Harvey 
Warren H. Cole 
Joseph H. Kiefer 
Reid O. Engelmann, 
D.D.S., M.D. 1 


William F.Hughes, Jr. 19 
Francis L. Lederer 1 
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ship in the supervision of his juniors 
in the educational program, to 
exercise judgment in the admission 
and discharge of patients and the 
need to work on a broad basis in 
planning the hospital and post dis- 
charge course for the patient, the 
resident has a real opportunity to 
augment and strengthen his capaci- 
ties for intellectual growth. 


Autopsy rate 


For many years the post mortem 
examinations have been a point of 
emphasis with attending staff and 
house staff alike. Over the past ten 
years the autopsy percentage has 
been no lower than 88 percent and, 
on more than one occasion, has been 
as high as 90 percent. This uni- 
formly high rate of post mortem 


A house staff mem- 
ber changes a pa- 
tient's gastrostomy 
tube in hte Hospi- 
tals’ surgery clinic, 
while other staff 
members watch. An 
average of 1,383 pa- 
tients visit the sur- 


gery clinic each 
month. 

Fe 


follow-up has been attributed to 
many factors but in the last analysis 
it reflects a deep interest and dedi- 
cated purpose on the part of the 
house staff and which carries on 
from the seniors to the assistant 
residents and interns. 

Each Tuesday noon a clinico- 
pathological conference is held and 
is attended by both the hospital 
staff and the third and fourth year 
students. Medical grand rounds are 
held from 11:30 a.m. to 1 P. M. 
Thursdays. Surgical grand rounds 
are held at 2 Pp. M. on Saturdays 
and the surgical-pathology con- 
ference on Thursdays from 1] P. M. 
to 2 Pp. M. 

Other departmental rounds and a 
number of interdepartmental clinical 
conferences are scheduled through 
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the week in such a manner that the 
visitor to the Hospitals invariably 


fnds some educational activity 
«heduled. 
Regular house staff meetings, 


presided over by the medical di- 
rector, are held from 4:30 to 5:30 
on the first Thursday afternoon of 
each month. They are designed to 
fulfill a two-way communication 
function with respect to the ad- 
ministrative problems of the hos- 
pital and the house staff program. 


Exhibits 


In 1956, three color television 
programs originated from the Re- 
search and Educational Hospitals 
and the Illinois Eye and Ear In- 
firmary. These productions covered 
a total period of 11 days and were 
transmitted by closed circuit to 


downtown hotels housing the annual 
conventions of the American 
Academy of Ophthalmology and 


“Otolaryngology, the American Col- 


lege of Surgeons and the American 
Medical Association. With one or 
more medical organizations meeting 
in Chicago each week members of 
the staff and, frequently, entire de- 
partments develop exhibits and 
participate in clinical demonstra- 
tions on an ever increasing basis. 
Residents take an active part in 
many of these projects. 

During 1956, facilities of the 
Hospitals were made available to 
four of the American boards for 
examining candidates for certifica- 
tion in the specialties. Residents 
have been called upon repeatedly 
to assist in providing clinical, path- 
ological and related material. 


Physicians on duty in 
the R&E Hospitals’ 
emergency service 
see a variety of 
traumatic injury 
cases daily. The 
emergency service 
offers an interesting 
and diversified ex- 


perience for the 
house staff and is a 
hospital admission 


source of patients 
needing urgent at- 
tention. 
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The multitude of activities re- 
sulting from the “crossroads” 
nature of Chicago, and the role 
which the Research and Educational 
Hospitals play in this medical focal 
point are important dividends which 
accrue to the resident in his training 
and might be regarded as benefits 
over and above the conventional 
training programs. 


The House Staff is an organized 


body and elects’ its chairman 
(usually a senior resident) annually, 
The chairman, two additional resi- 
dents, and two interns who are also 
elected by the house staff, constitute 
its executive committee. This group 
meets periodically with the medical 
director to “solve small problems 
before they develop into large ones.” 
This organization has been success- 
ful in working out programs to im- 
prove the effectiveness of the resi- 
dencies and internships. 


Residents and interns on the R&E Hospitals’ house staff spend moments of relaxation 
in the house staff lounge. The lounge offers a social and recreational center where 
friends and families find facilities for entertainment, as well as a play area for the 
children of house staff members when they visit the hospital 
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A house staff lounge has been 
created in the nurses’ residence; the 
latter also provides living accom- 
modations for women interns and 
on-call rooms for women residents. 
As a part of the University campus, 
the Illini Union, about a half block 
from the hospitals, offers more ex- 
tensive recreational facilities in- 
cluding a gymnasium, tennis courts, 
lounges, dining rooms and a cafe- 
teria. 

Although interns are housed in 
the hospital, members of the resi- 
dent staff provide their own quarters, 
a policy which seems appropriate 


Resident Stipends 


$140 monthly 
$165 monthly 
$190 monthly 
$215 monthly 


Meals and laundry are provided. 


First year 
Second year 
Third year 
Fourth year 
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The executive com- 
mittee of the house 
staff meets with the 
medical director, Dr. 
Donald J. Caseley, 
at least once a 
month to "solve 
small problems be- 
fore they develop 
into big ones." 


in consideration of the high propor- 
tion of residents who are married 
and have families. On-call facilities 
within the hospital are provided for 
all services. Meals are provided for 
the house staff with guest privileges 
on a quota basis. 


A 10-story apartment building, 
completed in 1953 and located three 
blocks from the hospitals, is owned 
and operated by the University 
under the management of the direc- 
tor of housing. A number of the 
units is assigned to the Hospitals 
for married residents and graduate 
nurses. 

Three large public housing pro- 
jects are within a mile of the hospi- 
tals and members of the resident 
staff have had little difficulty in 
securing very satisfactory accommo- 
dations at a modest cost. In addi- 
tion, there is a limited number of 
privately owned, reasonably accept- 
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HYDROCHLORIDE 


Promazine Hydrochloride, Wyeth 


hydrochloride 


*Trademark 


1. Figurelli, F.A.; Indust. Med. & Surg. 25:376 {Aug.) 1956 


THE ALCOHOLIC 


SPARINE is an agent of prompt, 
predictable, and potent action 

in controlling withdrawal symptoms. 
Often, in selected cases 4 Za 
under the adequate supervision 

of the family physician, | 

it may afford home control 

of postalcoholic agitation and hyperactivity 


SPARINE is a well-tolerated and dependable 
agent when used according to directions. 

It may be administered intravenously, 
intramuscylarly, or orally. 

Parenteral use offers 

(1) minimal injection pain; 

(2) no tissue necrosis at the injection site; 

(3) potency of 50 mg. per cc.; 

(4) no need for reconstitution before injection. 


Professional literature available upon request. 


Philadelphia 1, Pa. i 
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House staff committee of the University of Illinois Research and Educational Hospitals 
meets periodically to discuss ‘training programs and to screen house staff applications. 


able apartments just beyond the 
boundaries of the Medical Center 
District. 

The Chicago elevated transit line 
provides eight-minute service to the 
downtown loop area, which makes 
it possible for residents to live in 
other parts of the city without in- 
vesting a prohibitive amount of 
time in commuting. 


Insurance 


Hospitalization is provided with- 
out charge for residents and Blue 
Cross coverage is available at a 
modest cost. Pharmaceuticals for the 
personal use of the resident are 
provided through the University 
Health Service. 


A blanket malpractice _ policy 
carried by the Hospitals covers the 
resident staff. Because of the nature 
of the program, with its heavy de- 
mand on the resident’s time, no 
outside activities of a medical na- 
ture are permitted. Therefore, the 
need for additional malpractice pro- 
tection is obviated. 


Jobs 


Residents’ wives are welcome to 
apply for employment at. the office 
of nonacademic personnel. With 
more than 2,300 jobs in this cate- 
gory and the tight labor market in 
Chicago, applicants are virtually as- 
sured of a position if their qualifi- 
cations are acceptable. 
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Conference 


University of Illinois 


This was the first admission of a 
48-year-old white laborer who had 
been well until 14 months earlier 
when he suddenly began to have 
right chest pain and hemoptysis 
without fever. 

Two weeks later his feet began 
to swell and his abdomen to en- 
large. Although he had neither nau- 
sea nor vomiting, diffuse abdominal 
pain followed the eating of small 
amounts of food. He was hospitalized 
elsewhere 3 months before admission 
here, with low-grade fever and pro- 
gressive anasarca. Blood counts and 
urinalyses were normal. A diagnosis 
of “hydrocele” was made and an 
operation was performed on _ the 
scrotum, 

An upper GI series reportedly 
showed a duodenal ulcer. 
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Clinico-Pathological 


Research and Educational 


The patient slowly deteriorated, 


One of a series 
from leading medical centers 


Hospitals 


and in the 3 months lost 10 lbs. de- 
spite the swelling. When jaundice 
appeared, transfer here was ar- 
ranged. 

There had been no known ex- 
posure to hepatotoxins or to tubercu- 
losis, and the patient’s alcohol in- 
take had always been slight. 


Physical examination 


The patient was thin, and ap- 
peared chronically ill. He was leth- 
argic and confused. His pulse was 
128 and his respirations 28 per min- 
ute; his blood pressure was 110/60 
mm. Hg., and his temperature by 
rectum was 103.6°F. The nail beds 
were cyanotic. Skin turgor was ex- 
tremely poor, and there were streaks 
of purpuric spots and numerous ex- 
coriations on the trunk and ex- 
tremities. The venous pattern over 
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the anterior chest and abdominal 
wall was prominent, and the veins 
filled from below. The sclerae were 
icteric. The tongue was red and 
smooth. 

There was evidence of a pleural 
effusion on the right, and crepitant 
rales were heard over both lower 
lungs posteriorly. 

The heart was not enlarged, but 
there was a Grade I apical systolic 
murmur, and protodiastolic gallop 
at the base. 

A fluid wave and shifting dullness 
were present in the distended ab- 
domen. 

The liver edge was felt about 2 
em. below the right costal margin 
at the midclavicular line, and there 
was a firm epigastric mass which 
could not be definitely distinguished 
from liver. 

The spleen was not palpable. Peri- 
staltic sounds were hypoactive. 
There was a 10 em. incision in the 
right scrotum through which creamy 
pus was oozing. There was pitting 
edema of the legs and abdomen to 
the level of the umbilicus. No patho- 
logical reflexes were elicited, but 


there was a “flapping tremor” of the 
right hand. ' 


Laboratory data 


Hemoglobin was 10 gms. per 100 
cc. blood. The leukocyte count was 
33,950 with 90% polymorphonu- 
clears. The red blood cells appeared 
hypochromic; only a few platelets 
were seen. The dark yellow urine, 
with a specific gravity of 1.015, con- 


tained 4+ bile and urobilinogen but 
was negative for albumin, sugar, and 
acetone. The sediment showed 3 to 
5 white blood cells and many granu- 
lar and hyaline casts per high power 
field. Blood Kahn test was a doubt- 
ful 1+, and Wasserman test was 
negative. Total serum bilirubin was 
9.9 mgm.%, alkaline phosphatase 
2.8 units, and prothrombin time 
45.5 seconds (12.5%). 

Thymol turbidity was 18 units, 
cephalin flocculation was 4+ in 24 
hours, and total cholesterol was 147 
mgm.%. The plasma _ non-protein 
nitrogen was 60 mgm.%. The serum 
sodium was 140, potassium 5.7, 
chloride 99, and carbon dioxide 
(combining power) 17 meq. per 
liter. 

The pus from the scrotal wound as 
well as two blood cultures grew out 
coagulase-positive Micrococcus pyo- 
genes. 


X-ray studies 


Chest films showed bilateral paren- 
chymal infiltrates which in some 
areas appeared to be confluent. The 
right diaphragm was elevated, and 
there was atelectasis and/or fluid 
above it. A film of the abdomen 
suggested increased fluid, but the 
gastrointestinal gas pattern was un- 
remarkable. No skeletal abnormali- 
ties were seen. 


Hospital course 


The patient was treated with fluids 
and tetracycline intravenously, and 
was given oxygen by mask. In spite 
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of ‘his, he remained cyanotic, and 
his persistent cough was accom- 
panied by some hemoptysis. His 
course was rapidly downhill, and he 
died about 12 hours after admission. 


Discussion 


Dr. Roberg: This is the case of a 
{8-year-old laborer who felt entirely 
well until 4 months before his death. 
The transition from health to illness 
was abrupt and was heralded by 
pain in the right chest and cough- 
ing blood. 

In the absence of any other his- 
tory than that of coughing blood, 
with no fever and no evidence of 
sepsis, the only conclusion one can 
draw is that this man was having 
pulmonary infarction, either of 
blood clot or of tumor. From then 
on he failed progressively and rap- 
idly, developing anasarca, an ab- 
dominal mass, a collateral venous 
pattern, and terminal jaundice. 

Our problem here, then, seems to 
include some defect of the venous 
circulation; pulmonary lesions, with 
pleurisy and hemoptysis; and hepa- 
tomegaly and hepatic failure with 
ascites and edema. 

With respect to the ascites and 
anasarca, there are 4 common patho- 
geneses. The first and most com- 
mon, of course, is positive water and 
sodium balance, secondary to either 
myocardial or renal insufficiency. We 
have evidence here for neither. 

The second pathogenesis is that 
of a disturbance in the hydrostatic 
and oncotic pressure relationships 
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in the portacaval system. 

This appears to be the one pro- 
ducing the anasarca in our patient. 

‘The third and fourth common 
pathogeneses are inflammatory, in- 
fectious and neoplastic. 

The prototype for the infectious 
forms of ascites is the tuberculous. 

Could this man have had hema- 
togenous disseminated tuberculosis 
with tuberculous peritonitis, pleuri- 
tis, pneumonitis, pericarditis, and 
also hepatitis? 

Acute diffuse hematogenous tuber- 
culosis, when it occurs, is an over- 
whelming infection, leading to rapid 
death. The subacute type, which 
usually leads to a small-sized heart 
with constrictive pericarditis, has a 
natural history much longer and 
less hectic than that of our patient, 
so I think there is no evidence here 
for considering a tuberculous poly- 
serositis as etiologic. 

The other inflammatory etiology, 
carcinomatosis, when it involves the 
peritoneum, can produce ascites 
rapidly. 


Carcinoma 


What was this epigastric mass? 
Might it have been a carcinoma of 
the pancreas? Might it have been 
any other carcinoma, say of the gall- 
bladder or of the bowel, giving rise 
to generalized carcinomatosis of the 
peritoneum, metastatic carcinomato- 
sis to the liver, and then thrombotic 
emboli to the lungs? 

Very often, with generalized peri- 
toneal carcinomatosis or any ad- 
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vanced malignancy, there is deep 
venous thrombosis and multiple pul- 
monary emboli, as well as tumor 
emboli, to the lungs. 

We have no evidence, though, that 
this man had any abdominal carci- 
noma. The x-ray of the stomach 
was normal, and no symptomatology 
came from the bowel. Carcinoma of 
the gallbladder is unusual at 48. 
Carcinoma of the pancreas would 
give the epigastric mass and venous 
thromboses, but again we have no 
evidence for it. 

Carcinomatous peritonitis would 
need to be considered, associated 
with progressive portacaval throm- 
bosis. 


Cirrhosis 


I think that the two pathogeneses 
that one must consider seriously are 
obstruction to the portacaval sys- 
tem, with its hydrostatic and oncotic 


implications, and carcinomatous 
peritonitis with secondary throm- 
bosis. 


Now, with respect to the liver, 
we come back to very much the same 
type of reasoning. Could he have had 
a primary carcinoma of the liver? 
He might well have had a sub- 
clinical cirrhosis. There is no his- 
tory of alcoholism, no history of mal- 
nutrition; but again only about 80 
percent of the patients with cirrhosis 
are alcoholic and have obvious mal- 
nutrition. He could well have had 
subclinical cirrhosis and then a 
primary hepatoma, giving the mass 
in the epigastrium. 


This man does have some of the 
characteristics of “accelerated cir- 
rhosis.” He rapidly develops ascites, 
collateral circulation, and hepatic 
insufficiency. If this history were ex- 
tended over a five- or ten-year period, 
it could well be that of Laennec’s 
cirrhosis. If you see a very rapidly 
developing clinical syndrome con- 
sistent with cirrhosis, it often means 
that there is indeed cirrhosis, but it 
is being complicated by primary 
carcinoma of the liver. 


Thrombosis 


Could all this be idiopathic venous 
thrombosis? Certainly the literature 
is accumulating more and more in- 
stances of people with undiagnosed 
deep venous thrombosis of the legs 
who have had recurrent pulmonary 
embolizations over a period of weeks, 
months, or even years. These recur- 
rent emboli then act as sites for pro- 
gressive in situ thrombosis of the 
pulmonary arteries. However, multi- 
ple pulmonary thromboses in recur- 
rent idiopathic thrombophlebitis 
usually produce intense dyspnea, 
cyanosis, avascular lung fields, and 
cor pulmonale with a diffusely and 
greatly enlarged liver. That is lack- 
ing here. 

If there is no carcinoma of the 
liver, either primary or secondary, 
could the epigastric mass neverthe- 
less be hepatic? That question leads 
one to the possibility of subacute, 
progressive, asymmetric thromboses 
of the hepatic veins, a variant of 
the Budd-Chiari syndrome. 
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There is not the catastrophic ill- 
es of sudden total occlusion of 
ie hepatic venous drainage. The 
yclusion is localized to certain 
epatic veins and that portion of 
he liver drained by them will be- 
ome markedly enlarged and will 
ive the impression of tumor. One 
heognizes also that thrombosis of 
the hepatic veins is ordinarily sec- 
ondary to disease of the liver: usual- 
ly cirrhosis, frequently primary 
hepatoma, and also metastatic car- 
cnomatosis of the liver or liver 
abscess. It would not be inconsistent 
9 consider asymmetrical subacute 
progressive thrombosis of the hepa- 
tic veins superimposed on cirrhosis 
and hepatoma. * 


Another possibility is that of sim- 
ple neoplastic obstruction of the in- 
ferior vena cava. One could have 
that with bronchogenic carcinoma, 
where the inferior vena cava may 
be directly invaded. Sometimes the 
right atrium will be invaded and 
there will be obstruction of the vena 
cava, retrogressive into the hepatic 
veins. Also hepatoma often metasta- 
sizes through the hepatic veins into 
the inferior vena cava, the right 
side of the heart, and the lungs. 

There have been reported cases 
of sudden death from pulmonary 
embolism of tumor masses from 
hepatoma. There is, of course, the 
classical obstruction of the inferior 
vena cava and pulmonary artery 
by adenocarcinoma of the kidney. 
Then there is one last tumor which 
spreads through the caval system 
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and, though rare, tickles one. 

The patient’s scrotum was oper- 
ated upon, and we have presumed 
that the “hydrocele” was simply 
ascitic fluid, but perhaps there was 
a tumor. Chorionepithelioma is the 
most hemorrhagic of tumors and is 
characterized by hemoptysis. The 
rapid and early development of as- 
cites and collateral circulation are 
less readily explained on this etio- 
logical basis. 


Heart 


From what we have in the proto- 
col, I don’t think that any primary 
disease can be ascribed to the heart. 
There is no suggestion of constric- 
tive pericarditis nor of increased 
venous pressure. Blood flow was 
from below upward, so the superior 
vena caval pressure was essentially 
normal. Unrecognized mitral steno- 
sis, tumors of the atria, and so on 
are too remote to consider seriously. 


The terminal gallop is of interest 
because it is the one heart sound 
that really can be called “poor”. It 
usually means an injured myocar- 
dium, a failing one, and it is al- 
ways significant; usually those with 
it either die or have a limited life 


expectancy. 


In our patient it could have de- 
veloped on the basis of rapidly pro- 
gressive pulmonary hypertension due 
to pulmonary artery thrombosis or 
embolization. Also, there could well 
be bacterial endocarditis with the 
non-suppurative myocarditis which 
accompanies it in many instances. 
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Finally, there could be definite and 
clean-cut staphylococcal and _neo- 
plastic metastases to the myocar- 
dium. 

The variety of choice is tremen- 
dous, and I wish simply to bring 
it down to one diagnosis, one disease 
process, which would fit the patient’s 
picture: subclinical portal cirrhosis 
complicated by primary hepatoma 
of the liver. 

With a primary hepatoma, there 
would be subacute asymmetrical 
progressive thrombosis of the hepa- 
tic veins, pulmonary embolization 
(partly of blood clot, partly of 
neoplasm), and then terminal con- 
gestive hepatic failure. When one 
has occlusive disease of the hepatic 
veins, BSP retention will be ex- 
tremely high, the flocculation tests 
will be greatly accelerated, and there 
will be rapidly progressive jaundice. 
In this patient, the defect in pro- 
thrombin activity, the positive floc- 
culation tests, and the jaundice 
could be accounted for simply on 
the basis of severe congestion. Then 
there was terminal staphylococcal 
sepsis. 


Pathology 


Dr. McGrew: When we saw this 
man he appeared rather emaciated, 
with edema of the legs and feet. 
He had 800 cc. of clear yellowish 
fluid in the peritoneal cavity, and 
70 cc. of similar fluid in the peri- 
cardial cavity. Pleural adhesions 
were present bilaterally, and there 
were large lymph nodes which were 


firm and involved by tumor in the 
mediastinum. 

The main lesion was found ii 
the liver as has been predicted. 

The liver was not much enlarged, 
since it weighed only 1840 Gms., but 
it was remarkably abnormal. The 
cut surface persented a variegated 
appearance with a yellowish-tan, ir- 
regular lobular pattern, and a retic- 
ular pattern of paler fibrous tissue 
throughout. There were some nodules 
that were deeply bile-stained, and 
others which may have been hemor- 
rhagic. The entire right lobe was 
replaced by pale firm, somewhat 
friable tissue which appeared to be 
tumor. This involved many of the 
small veins, and wads seen in the 
main branches of the hepatic vein 
as well, 

A large thrombus, consisting 
largely of tumor tissue, and partially 
of thrombotic material, extended 
into the inferior vena cava. 

Microscopically, the liver was 
markedly cirrhotic, with irregular 
lobules and considerable fibrosis. 
Mononuclear inflammatory cells 
were seen in the portal areas. There 
was an increased number of bile 
ducts. 


The tumor was growing in ex- 
tremely aggressive fashion. and 
around its periphery one could see 
compression and atrophy of liver 
tissue. 

Under high magnification, one 
could see that the venous channels 
were filled with tumor, and _ that 
the cells had a tendency to form « 
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rd-like pattern with some small 
structures. 

This is characteristic of an hepa- 
wellular carcinoma. 

Numerous mitotic figures were 
present, and the cells were poorly 
differentiated and highly pleomor- 
phic. 

The same type of cells, together 
vith some blood clot, extended up 
the inferior vena cava, and the right 
ventricle was almost entirely filled 
with this thrombotic material which 
was loosely adherent to the wall 
at only a few points. Undoubtedly 
it had been giving off emboli at a 
creat rate. 

The tumor extended into the pul- 
monary arteries, and probably con- 
tributed to the terminal events in 
this man’s course. 

Earlier tumor emboli had _pro- 
duced multiple tumor nodules seeded 
throughout the lungs, and most of 
the small as well as the large 
branches of the pulmonary artery 
contained tumor. Some of the earlier 
tumor emboli had sprouted and 
grown into large metastatic nodules, 
while others were more recently im- 
pacted in the vessels. In addition 
to considerable pulmonary edema. 
there were hemorrhages of the pul- 
monary parenchyma, and numerous 
pigmented histiocytes were evidence 
of old hemorrhage. 


Atrophic testes 


Neoplastic tissue also replaced 
and separated the striated muscle 
fibers of the diaphragm. The spleen 
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was large, weighing 360 Gms., but 
this was chiefly due to passive con- 
gestion. It was suspected that peri- 
pheral discolored areas in the kid- 
neys were infarcts, but microscopic- 
ally these turned out to be accumu- 
lations of tumor cells, apparently 
spread from the lungs into the gen- 
eral circulation. The testis was 
atrophic, reflecting the chronic liver 
disease. More or Je:s incidentally, 
there was a small hemorrhage in 
the cortical area of the left cere- 
bral hemisphere. 

Death was caused mainly by dif- 
fuse liver disease of fairly long 
standing, portal cirrhosis, with 
superimposed hepatocellular carci- 
noma developing more _ recently, 
spreading directly up the inferior 
vena cava into the right heart and 
into the lungs, and terminally be- 
ginning to involve the left circula- 
tion as well. 


Questions 


Question: Was there any evidence 
of staphylococcal infection? 

Dr. McGrew: Positive cultures for 
the organism obtained from the 
bloodd uring life were also ob- 
tained at autopsy, but there were 
no abscesses or evidence that the 
bacteria were causing specific or- 
ganic lesions. 

Dr. Roberg: There were no myo- 
cardial metastases? 

Dr. McGrew: The chamber was filled 
with tumor, but the myocardium it- 
self was not involved. 

Question: Was there any evidence 
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of the duodenal ulcer reported by 
the outside hospital? 

Dr. McGrew: It was looked for, but 
none was found. 

Question: How often is primary 
hepatoma this malignant? 

Dr. McGrew: The degree of malig- 
nancy varies somewhat. I believe 
hepatomas generally grow rapidly 
in the liver and present a highly 
pleomorphic microscopic appear- 
ance, though distant metastases 
may be absent or insignificant. 
Question: Would Dr. Roberg com- 
ment on the relative lack of ab- 
dominal symptoms such as nausea 
and vomiting with this much diffuse 
involvement of the liver? 


Dr. Roberg: 1 think that nausea 
and vomiting and pain depend a 
great deal on the rate of progression 
of the disease. If you have gradually 
progressive cirrhosis and hepatoma, 
there will usually be diffuse pain. 
At the same time there is no particu- 
lar reason for it to stimulate nausea 


and vomiting, which is either ce 
tral nervous system in origin or 
initiated by obstructive or inflamm 
tory diseases of the digestive trac 
Question: Could the carcinoma hay 
caused the anasarca by itself, and j 
so, was it merely on the basis o 
common association between live 
carcinoma and cirrhosis that yo 
decided there was also cirrhosis? 
Dr. Roberg: Yes, because primar 
hepatoma has its chief association 
with cirrhosis. If one presumes that 
the mass in the epigastrium was 
liver, one would have to question 
why the right lobe of the liver did 
not lie more than 2 cm. below the 
costal margin. One suspects cirrho- 
sis when an asymmetrical enlarge. 
ment of the liver is found, since 
with chronic cirrhosis the fibrotic 
liver will not stretch, even in heart 
failure, for instance, while an ab- 
scessed or neoplastic area will en- 
large. The rapid appearance of col- 
lateral circulation also suggests the 
possibility of cirrhosis. 


Applications for certification by the American 
Board of Obstetrics and Gynecology, new and re- 
opened, Part I, and requests for re-examination Part 
II are now being accepted. All candidates are urged 
to make such application at the earliest possible 
dates to Robert L. Faulkner, M.D., Secy., 2105 
Adelbert Road, Cleveland 6, Ohio. Deadline date 
for receipt of applications is September 1. 


OB Board Applications 
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A Resident 
Looks at Psychiatry 


Clinically proven concepts are the proper tools of the 
psychiatrist. And principles of psychiatry are valid only 
when they pass the ultimate test of clinical experience. 
Thus the resident’s opportunity, according to the author, 
is to question theory while developing successful tech- 
niques to heal the patient. He describes what he terms 


the “psychiatric revolution.’’ 


professor famous in the field of 

neurosurgery and neuropathol- 
ogy recently presented a denunci- 
ation of all the various techniques 
and methods used in psychiatry at 
the present time.? 

His conclusions were, in essence, 
that the value of all forms of psychi- 
atric treatment at the. present rest 
mainly on the “faith” of both the 
patient and the doctor in the par- 
ticular form of therapy rather than 
on any scientific foundation. 

He expressed bewilderment and 
doubt at the end of his long experi- 
ence, beginning with an interest in 
psychiatry 50 years ago and turning 
back to the same field 50 years later, 
concerning the so-called revolution 


Richard D. Chessick, M.D.* 


in psychiatric thought over _ that 
period.” 

One of the most interesting prob- 
lems mentioned was his fear of 
shaking the “faith” of the young 
residents who were just going into 
psychiatry. 

Perhaps, therefore, it might be 
well to take a look at the great 
psychiatric revolution as viewed by 
the resident just entering the field of 
psychiatry. 

What is the situation that con- 
fronts the resident in psychiatry to- 
day and what does the psychiatric 


* Chief resident, University of Illi- 
nois Neuropsychiatric Institute, Chi- 
cago, Ill. 
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revolution mean to him? 


Values 


To be in institutions where the 
greatest possible freedom of thought 
is permitted is an invaluable asset 
to the psychiatric resident because 
it permits an unbiased attempt on 
the part of the beginner to do the 
same as the famous professor as he 
reviewed the development of psy- 
chiatry; that is, to study the field 
from all angles, and to try to assess 
for himself the values and purposes 
of psychiatry. 

In this assessment of the field of 
psychiatry, of first interest is the 
definition of psychiatry. The word 
stems from the Greek psyche 
(mind) and iatreia (healing). Thus, 
healing of the mind. 

It is also of interest that the or- 
ganic medical therapies have no his- 
torical priority over the psycholog- 
ical therapies, and that the first 
“psychiatrists” in the time of the 
Egyptians and Greeks worked main- 
ly by means of prayer rituals com- 
bined with purgatives and cathartics. 
It was believed that there was some 
sort of evil material that had to be 
neutralized or removed from~ the 
human body to permit the smooth 
functioning of the organism and 
cessation of mental illness. This be- 
lief in the use of such purgatives and 
cathartics persisted down through 
the centuries. 


Same problem 
The early Greek and Christian 
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leaders were faced with the sam 
situation as the psychiatric resident 
today; namely, unhappy supplicant; 
desperately in need of some way of 
relieving their minds of the misery 
of emotional disorder. 

Here, then, is the problem of the 
psychiatrist ever since early Ezyp- 
tian prayer ritual was prescribed for 
the cure of impotence in 3000 B.C.; 
trying somehow to evoke the de- 
velopment of an inner harmony in 
the individual that would at least 
permit some sort of functioning of 
this individual’s capacity for reason, 
love, and productive work. 

If this problem is as old as the 
hills so to speak, then wherein lies 
the great psychiatric revolution? A 
parallel may be found in the great 
revolution in philosophy occurring 
in the 17th century and culminating 
in the 18th century, called the “Age 
of Enlightenment.” It was, like the 
great psychiatric revolution, a revo- 
lution where progress was made. 


The philosophical revolution be- 
gan with Sir Francis Bacon who pro- 
duced a work entitled Novum Or- 
ganum (The New Logic).* Bacon 
pointed out that the majority of 
human knowledge (when man both- 
ered to think) did not develop ac- 
cording to the deductive syllogism, 
as believed by Aristotle. He argued 
that the understanding of conclu- 
sions from man’s thought processes 
was deeply imbedded in the problem 
of induction. 

While it is true that Aristotle also 
recognized the process of induction 
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to a certain extent, he had a great 
deal more faith in “first principles” 
and in “self-evident” points of be- 
ginning than did Bacon and the later 
thinkers. 

Bacon realized that the founda- 
tions of man’s logical ideas about 
the universe were very shaky and 
were based on inductions from a 
group of particulars; the inductions 
were open to question according to 
the number of particulars involved 
and the level of abstraction the in- 
duction reached. 


Facts, not inspiration 

This attitude for the first time 
focused attention of scientists on a 
study of the particulars. It stimu- 
lated the collection (or “collation”) 
of facts in an attempt to form valid 
hypotheses concerning the universe. 
This was a break from the use of 
“self-evident first principles” or 
divine inspiration to arrive at know]- 
edge of the world. 

Here, then, was created an at- 
mosphere favorable to the develop- 
ment of empirical science and led to 
the prevailing notion around the 
time of Freud, that every empirically 
observed phenomenon had a cause 
which could, if one studied carefully 
enough, be revealed in previous em- 
pirical phenomena of some kind. 

Zilboorg writes, “The influence of 
philosophy on psychiatry is indis- 
putable and yet imperceptible, al- 
most elusive. Francis Bacon exerted 
a profound influence on the orienta- 
tion of psychological science. De- 
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spite the inherent propensity of man 
to generalize and postulate, the sci- 
entist and the physician became 
aware that only factual observation 
and the painstaking collection of 
facts would lead to the solution of 
the riddles of nature and man.’”? 

It was Freud’s ingenious applica- 
tion of this philosophical orientation 
which initiated the great psychiatric 
revolution. 

If one accepts the philosophical 
hypothesis basic to all science, that 
every mental phenomenon is related 
to mental causes in the past which 
have a persisting dynamic force, then 
one is immediately led to postulate 
the existence of the unconscious. 

For any given mental phenomena 
in the present cannot be explained 
only on the basis of conscious mental 
events, as was apparent even before 
the time of Freud. 


Empirical 

Another convergent stream of 
thought which contributed to the 
psychiatric revolution came from the 
field of empirical scientific investiga- 
tion. After a marked advance in the 
field of pathology along with the 
other empirical sciences in the 19th 
century, there was a period when it 
was hoped that all mental diseases 
would sooner or later be attributed 
to organic insults on the brain that 
could be demonstrated under the 
microscope. Unfortunately, after the 
problem of general paresis was sepa- 
rated off by Kraft-Ebbing, this 
proved to be a false hope. Adolph 
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Meyer, after a lifetime of careful 
study of the pathology of brains of 
patients with mental illness yielding 
absolutely no results, was able to 
find his way around this bewildering 
fact when he finally reasoned like 
Freud that the key to mental illness 
lies in the careful study of mental 
events in the longitudinal life his- 
tory of the individual. 


Workable theory 

Into this atmosphere of the Age 
of Enlightenment, Freud exploded 
his theories. He showed that the 
development of mental illness could 
be explained by cause and effect 
through dynamic mechanisms involv- 
ing the mutual influence of mental 
events in the life of the patient. The 
revolutionary accomplishment of 
Freud was that he offered us a 
comprehensive and workable theory 
to explain in this way the develop- 
ment of the various forms of mental 
illness, which lead naturally to cer- 


tain conclusions about treatment. 


Control 

The original therapeutic method 
of Freud and Breuer, that of hyp- 
nosis with catharsis during the hyp- 
nosis, has a very direct historical 
relationship to the ancient methods 
of treatment already mentioned. 

Devising a method of free-associa- 
tion was another step forward in 
the direction of therapy. The method 
removes to as great an extent as is 
possible, the mystical and non-con- 
trollable elements of the relation- 
ship between the doctor and the 
patient. It changes the psychiatrist 
from a stage magician like Mesmer 
to a doctor engaged in controlled 
interpersonal relations with the 
patient and having as his goal the 
development of the patient. 

This was a brilliant advance in 
the field of psychiatry; it lifted psy- 
chiatry out of the realm of specula- 
tive mysticism, and made the mate- 


| After taking a Bachelor of Philosphy degree at 
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| the University of Chicago in 1949, the author 
of C. Medical School, earning his 
, M.D. with honors in 1954. In the same year, 
as a result of special courses and two years of 


' research in histochemistry of the brain, he was 
owanded a B.S. degree. Following an internship at Cook County 
Hospital, Dr. Chessick entered residency at the Neuropsychiatric 
Institute, University of Illinois where he is presently chief resi- 
dent. He has had 15 papers published on histochemistry of the 
brain and on the interrelationship of neurophysiology, philosophy 
and psychiatry. 
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rial of the doctor-patient relationship 
amenable to the collection of facts 
for the purpose of the induction of 
hypotheses; it was basic to the 
method of all science as described 
by Bacon. 


Freud 


Freud was, above all else, a clin- 
ician. He scribbled his writings in 
the early hours of the morning and 
had little time for corrections. This 
was because he was busy all day with 
patients. And it was from this data 
of the doctor-patient relationship 
that Freud was able to draw his con- 
clusions about human mental mech- 
anisms. 

Freud said, “I was not subject to 
influence from any quarter; no one 
attempted to hurry me. I learned to 
restrain speculative tendencies and 
to follow the unforgotten advice of 
my master Charcot—to look at the 
same things again and again until 
they themselves began to speak.’* 

The genius of Freud lies in his 
openmindedness and absolute in- 
tegrity, his willingness to examine 
the facts without any preconceived 
horrors, his insistence that the fun- 
damental rules of empirical science 
be applied, and his ability to form 
valid, far-reaching, hypotheses from 
the examination of facts. 

I think, therefore, that the ac- 
ceptance or rejection of Freud’s 
hypotheses does not rest as a matter 
of faith or as a matter of hero- 
worshipping. The resident in psy- 
chiatry, as well as any doctor who 


possibly as a scientist accept or re- 
ject these hypotheses on matters of 
faith; he must do so on the basis of 
examination of the original data. 
This can only be done by personal 
recourse to original clinical patient 
material, with much hard work. 

In my opinion, the reason for the 
great bewilderment of many people 
about the hypotheses of Freud lies 
in the fact that they are attempting 
to examine the hypotheses from the 
point of view of their own precon- 
ceptions, limited ideas and experi- 
ences, without having had clinical 
experience with psychiatric patients. 


Logic of behavior 


Perhaps a certain amount of “psy- 
chological-mindedness” is necessary 
for one to work out of the bewilder- 
ing problems of human emotional 
life. Being “psychological-minded” 
has been defined by Gill, Newman, 
and Redlich as “involving the in- 
herent capacity to understand and 
examine human behavior in terms 
of its deeper motivations rather than 
to be befuddled and lulled by the 
usual rationalizations and defenses.” 

It involves a certain ability to fol- 
low the emotional logic of behavior, 
in a sense analagous to the ability 
of the physicist to look at the facts 
and grasp the mathematical organ- 
ization of field problems. 


Experience 


I came into psychiatry, as I think 
many residents do, with a rather 
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Dosage: Simply two 2 mg. tablets at bedtime. 
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tension this single-tablet com- 
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response. Each tablet contains 
1 mg. Rauwiloid and 3 mg. 
Veriloid. Initial dose, 1 tablet 
t.i.d., p.c. 
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skeptical, let’s-try-it-and-see attitude 
towards the material and hypotheses 
put forward by Freud. I suppose 
this attitude stems from the fact that 
to anyone who has had no experi- 
ence with trying to treat seriously ill 
psychiatric patients, the hypotheses 
of Freud seem both weird and wild; 
to paraphrase Freud himself, one re- 
coils from them with an intense hor- 
ror that marked the original re- 
pression of some of the various ideas. 

And it is here that the psychiatric 
resident is put to the test. In deal- 
ing with large numbers of very dis- 
turbed patients, many of whom have 
shattered egos where the unconscious 
is very close to the surface, the resi- 
dent has a chance to observe in 
action the mental mechanisms and 
the structure of the unconscious. In 
this factual, clinical data of the 
doctor-patient relationship the fun- 
damental theories of Freud stand or 
fall. 

Clinical experience is not know- 
ing a lot of people or having years 
of experience in talking with peo- 
ple of all sorts and kinds, but of 
being repeatedly thrown into a situ- 
ation similar to that of the psychi- 
atric resident. This situation orig- 
inally faced Freud; he was the 
doctor expected to help, surrounded 
by many supplicants, all of whom 
were under intense pressure from 
the misery of emotional disorder. 
It is only when sitting in the inter- 
view room facing the psychiatric 
patient, that the problems of psy- 
chiatry become intense and vivid and 


the meaning of “clinical experience” 
becomes clear. 


Clinical data 


I submit that dynamic psychiatry 
is based on firm, scientific method 
after all, and that the great difi- 
culties in psychiatric treatment and 
in understanding mental illness are 
not because psychoanalytic hypothe- 
ses are based on faith but because 
they are based on the examination 
of exceedingly complex clinical data. 
the interpersonal relationship be- 
tween the patient and the doctor. 

It is true that this relationship 
has so many ramifications, both 
verbal and non-verbal, that it is often 
confusing, puzzling, and difficult to 
interpret. But the basic process for 
growth of the science is still that 
described by Bacon in Novum Or- 
ganum—the collation of facts and the 
building up of inductive hypotheses 
from these facts. Freud was willing 
to alternate, change, discard and 
substitute for prudish and narrow 
ideas and hypotheses which did not 
stand up to the ultimate test of clin- 
ical experience. 

It is clinical experience that ulti- 
mately decides. 

Successful attempts in therapy to 
help the patient and to understand 
the patient on the basis of existing 
hypotheses eventually proves the 
value of the hypotheses. 

The important thing for the begin- 
ning psychiatrist is not to build a 
theoretical structure which explain- 
the universe and can be considered 
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to be empirically true for all time, 
but rather to develop a successful 
technique for healing the patient; to, 
be successful, it must be based not 
on faith, but on understanding, and 
the ability to use psychoanalytic 
principles as well as the concomitant 
physical therapies. 


Reoriented art 


In summary, it was through the 
use of revolutionary psychoanalytic 
hypotheses to reorient the art of 
healing of the mind, that progress 
was made in the field of psychiatry. 
Healing is always an art in every 
specialty of medicine. But the basic 
hypotheses are developed by scien- 
tific techniques from the meticulous 
study of the data. 

The purpose of psychoanalysis as 
it was envisioned by Freud was pri- 
marily as both a healing art and a 
research tool for the understanding 


of mental illness. The psychiatric 
resident cannot possibly understand 
or grasp the revolutionary hypothe- 
ses of modern psychiatry until he 
is confronted with the doctor-patient 
interpersonal relations and has un- 
dergone a personal psychoanalysis 
to objectify his powers of observa- 
tion in understanding the interper- 
sonal relations which he participates 
in with his patients. 

These, essentially, are the experi- 
ences Freud had to go through, and 
are required of every resident in 
the course of his psychiatric train- 
ing. 

The important element in raising 
the cure rate and the improvement 
rate of patients, is not to increase 
their “faith,” but to evoke through 
clinically-tested therapy (involving 
participant observation of the doc- 
tor) the patient’s individual poten- 
tial for a happy constructive life. 
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Your Practice 


Location 


A fine practice in a good location may fall in your lap. 


But don’t count on it. Most often a really good practice 
is located only as a result of much digging for informa- 
tion and a considerable amount of planning. Whether 
you intend to establish your own private practice or join 


en are unique in the way 
they establish their homes and 
“business.” Of all the many profes- 
sions and skills represented in this 
nation of ours, physicians alone are 
able to practically handpick their 
own locations — theoretically, at 
least. 
Of course, there are limitations. 
Some of these grow out of the nature 
of the practice of medicine itself. 
Others are self-imposed, based on 
the individual physician’s attitude 
and ideas of a good community and, 
to a varying extent, on his wife’s 
feelings in this important matter. 
As a matter of fact, most of the 
criteria which restrict the location 
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a group, the author offers you some valuable tips. 


Robert Proper, M.D. 


of a practice for a physician comes 
from the doctor’s own personality, 
factors which he considers to be 
all-important. As it turns out, only 
occasionally are these things impor- 
tant. Most times they are not and 
should be given only minor consid- 
eration. 

For example, a colleague once 
confided to me that he would never 
practice “in any city where I can’t 
hear the Budapest String Quartet 
. live!” 

Another had to be where he could 
“sail a boat.” 

A third felt an overwhelming 
compulsion to keep abreast of “the 
latest Broadway shows.” 
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A fourth 

Boston!” 
And so it goes. It would appear 

that entertainment was the primary 


“would never leave 


consideration in each of these 
choices. 
Are these factors important? 


Yes, of course. But should a resi- 
dent turn down a fine practice be- 
cause it’s not in Boston, not near 
Broadway shows, away from the 
Budapest String Quartet or distant 
from a body of water which would 
permit sailboating? 

It would seem in this age of high 
speed, air transportation that each 
of these pleasures could be enjoyed 
from practically any point in the 
United States—and all within a mat- 
ter of hours—or on any three-day 
weekend. 


Economic differences 


Thus, despite the close attention 
to “fringe benefits,’ other more 
important considerations are often 
ignored in the initial evaluation of 


After graduating from the State University of New 


a practice location. For example, 
here are some points which should 
have a bearing on locating: It is 
generally agreed that a practice in 
many parts of upper New England 
means economic sacrifice; that is, 
as compared to many other areas in 
the United States. Important? Defi- 
nitely. 

By the same token, practice in 
many parts of New York State or 
California will mean competition 
with‘a capital C. Large, highly or- 
ganized, highly effective medical 
groups such as the Health Insur- 
ance Plan, Permanente, and the 
Kaiser Foundation are important 
competitors of a new solo specialist. 

Generally, the “cultural” advan- 
tages of large metropolitan areas 
carry disadvantages attendant to an 
extremely competitive medical com- 
munity. For instance, it is a matter 
of record that patients tend more 
to “shop” for doctors in a metro- 
politan area. This does not mean 
you cannot develop patient loyalty 


York in 1953, the author took his medical internship 
at the Maimonides Hospital in New York. A year of 
residency in medicine at Duke University Hospital 
was followed by a second year residency at Boston 
Veterans Administration Hospital. 

“At Duke and at Boston I witnessed the common 
dilemma of residents who finished their training with absolutely no idea 
of what they would be doing after June 30. With this lesson in mind, I 
began my search early, looking into the medical potential of the South- 


” 


The author completes his residency training this month and will enter 


practice in Albuquerque, New Mexico. 
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as in other sections of the country. 
It does mean that instances of an 
impersonal and business-like rela- 
tionship between patient and phy- 
sician are far more common in 
metropolitan areas than in smaller 
communities. 

What are some other conditions 
commonly found in metropolitan 
areas? Well, generally the doctor- 
patient ratio is low, the result of 
many physicians locating in big 
cities thereby automatically limiting 
the number of patients available for 
each doctor. 

Also, hospital beds are in ex- 
tremely short supply in nearly every 
metropolitan center in this country. 

Office space is expensive, if not 
exorbitant. Generally speaking, 


family living expenses are higher. 
And as a personal observation only, 
it appears that physicians in such 
a competitive, fast-moving, saturated 
area of practice die at an earlier 


age. These are matters that would 
appear to be deserving of consid- 
eration. 


Study 


There are many reasons for post- 
poning your search for practice. 
Most of these reasons are poor ones. 
And most represent rationalization 
on the part of the “busy resident” 
who just can’t seem to find™tbe time 
to worry about such things as a 
location for his life’s work. 

In every reference to advice to 
the young resident seeking a loca- 
tion, it is always stressed that the 


resident should begin his plans 
early. This pointed directive is 
usually amplified by some such re- 
mark as “... at least a year before 
finishing your residency training.” 

Since there is a certain amount 
of data available at a nominal cost 
to anyone looking for a practice lo- 
cation, I heartily endorse the idea 
of getting an early start in your 
planning. 

As far as the collection of facts 
is concerned, the American Medical 
Association provides a superb eco- 
logic study of the economics and 
population-physician relationship of 
practically every city, town and 
village in the United States. Al- 
though much of the data in this 
study has need of being brought up 
to date — most figures are from 
1949-1942—this study is invaluable 
to any physician who contemplates 
establishing a private practice in 
this country. Dr. Dickinson’s “Dis- 
tribution of Physicians by Medical 
Service Areas” and his map sup- 
plement are provided free of charge 


by the AMA. 


Pamphlets 


Also, in the process of collecting 
your facts, you'll find that the 
United States Department of Health, 
Education and Welfare provides ad- 
ditional valuable data in its “Health 
Manpower Source Book.” This is 
composed of pamphlets, each di- 
vided into three sections and deal- 
ing with physicians, nursing per- 
sonnel and medical social workers. 
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Each pamphlet costs 40 cents. I 
found this to be a relatively small 
investment compared to the large 
yield in future dividends. 


Visit 


Once you have evaluated an area 
concerning its medical facilities and 
economics, the validity of such 
evaluation must be corroborated by 
direct personal observation. 

A visit after the completion of 
residency training is often both dis- 
heartening and unrewarding. As a 
graduated resident you enter upon 
the scene as a potential competitor. 
The local physicians are apt to tell 


you that they live in a wasteland 
surrounded by economic chaos, that 
the community is over-run with 
M.D.s, that (incidentally) there is 
a boom town fifty miles down the 
road and is wide open with excel- 
lent practice potential in your spe- 
cialty. 

On the other hand, the physician 
who enters the same scene seeking 
a house staff appointment is fre- 
quently treated in quite another 
manner. A local hospital needs a 
resident physician. The community 
prospers, he is told. It needs your 
specialty. You are greeted almost 
as if you were a long lost brother. 
You will be shown the better side 
of the medical community. 


If you do happen to be greeted 
coolly, this may be taken as a pre- 
diction of things to come—socially, 
professionally and economically you 
may be bucking a stone wall; it is 
fortunate if you find this out before, 
not after your residency. 

If you happen to be married to 
an alert wife who can use her pow- 
ers of deduction, her evaluation of 
the quality of clothing, china, or 
other merchandise on display in the 
specialty shops in the area can have 
the validity of an economist’s report. 

Settling in a prosperous, growing. 
up-to-date community obviously will 
not hinder a_ beginning medical 
practice. 

Nor will a potential practice be 
enhanced by a community which 
has no new buildings and a shop- 
ping district made up of rundown. 
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five and dime stores elbowing bars 
for space. 


Minority report 


If you are of a minority racial 
or religious group you may find a 
very real advantage in the larger 
cities, the so-called cosmopolitan 
centers. In most instances, discrimi- 
nation is less apparent in the large 
urban areas. A corollary to this 
axiom is that the American who 
speaks Polish (and speaks English 
with a Polish accent) or one whose 
ancestors have endowed him with 
oriental features will do well in 
certain sections of Chicago, San 
Francisco or Detroit. On the other 
side of the coin, the “damnyankee” 
may find himself the object of a 
very pronounced discrimination in 
certain parts of the South, just as 
the Jew or Catholic may not find 
himself completely at home in cer- 
tain unenlightened communities of 
smaller size. These are not bitter 
facts (nor do they necessarily mean 
that the United States is in poor 
shape, morally or socially speak- 
ing). But they are facts. And, as 
a practical matter, it is better to 
learn of these facts before settling 
down. 


General practice 


Another important factor in the 
selection of a community for the 
practice of a specialty is the status 
of the general - practitioner in the 
area. In the larger centers, of the 
Northeast, for example, the GP gen- 
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erally has been excluded from the 
hospital practice of surgery and fre. 
quently, of obstetrics and gynecol- 
ogy. Medicine and pediatrics are 
his practice; he competes with the 
internist and pediatrician in this 
respect. 

In the South and much of the 
West the general practitioner does 
surgery and obstetrics. He is impor- 
tant competition for the resident 
trained in surgery and gynecology. 
In much of the West and Far West, 
chiropractors and excellently 


trained osteopaths also provide com- NI 
petition for the internist and the gen- ' 
eral and orthopedic surgeon. This 

competition is not something to be aia 


ridiculed into oblivion. It must be 
recognized and accepted as an ex- 
isting condition in the medical con- 
munity. If you can’t meet it and 
beat it, don’t settle there. 


More on Locating 


This article is one of a number on 
“locating” to be published in your 
journal and which will present you 
with usefal facts and information 
on choosing your practice location. 
May we stress one point: Start 
your planning now by sifting pos- 
sible locations and gathering in- 
formation from whatever sources 
are available to you. In coming 
issues we will offer a comprehensive 
picture of where to get data and 
how to use it to help you find a 
successful and personally satisfy- 
ing private practice. ED 
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full diagnostic accuracy in “brief case”’ size 
use of the ECG in cardi- are such operating advantages as fully 
ovascular work means more automatic, “one hand” Instomatic 
locations in which *cardiograms are action; automatic “push button” 
being run: in your office...at your grounding; even simpler chart load- 
er on patient’s home ... in hospital heart ing; and interlock switch to prevent 
your stations, laboratories, wards. This closing cover with power on. 
t you immediately focuses attention on in- The doctor with the active car- 
sation strument portability—andtheobvious diac practice will particularly appre- 
ation. value of the new Sanborn Model 300 ciate these Visette features; but 
Srart Visette. wherever this modern ECG is used, 
For the first time—in “briefcase” “convenience” will be the character- 
size—is everything needed to take istic by-word. Ask your Sanborn 
s m- *cardiogram of full clinical accuracy. Representative for full Visette in- 
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ming direct writer incorporates all the best your office, of this modern, moderate- 
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10%" x 576") made possible by origi- heavier (34 lbs.) 
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Final year 


The advantages of taking a final 
year of residency training in the 
community chosen for ultimate 
medical practice are legion. Some 
of these advantages have to do with 
a possibly more expert, more alert 
practice of medicine through famili- 
arity with the type of patient in the 
area. For example, the orthopedic 
surgeon in New York learns that 
congenital dislocation of the hip 
‘must be watched for in the young 
patient whose grandparents came 
from northern Italy. The chest sur- 
geon in North Carolina puts “blasto- 
mycosis” among his primary diag- 
noses of a patient from Griften, 
North ‘Carolina who presents the 
symptoms of fever, night sweats, 
cough, and the chest film reveals a 
soft pulmonary infiltrate. 

The neurologist in Salt Lake City 
examining a Mormon with weakness 
in his extremities suspects a muscu- 
lar dystrophy. Yet, the same neu- 
rologist in Honolulu, examining a 
patient with similar complaints 
from Guam, suspects amyelotrophic 
lateral sclerosis. 

The cardiologist in Phoenix; con- 
fronted by a Navajo with acute sub- 
sternal pain knows that choleli- 
thiasis is the probable etiologic fac- 
tor. And the physician whose train- 
ing and disposition forbids him to 
leave Boston is ever suspicious of 
Laennec’s cirrhosis when his patient 
presents with fever and leukocytosis 
of unknown origin. 

These peculiar lessons may be 


learned by any practicing physician 
but they are more easily acquired 
when he is a member of a house 
staff for a period of six months or 
a year. 


Other advantages 


Other advantages, less diagnostic 
but equally substantial stem from 
the fact that a hospital attending 
appointment is usually more readily 
attained after serving a year of resi- 
dency at a hospital. In addition, 
as a resident you learn your hospi- 
tal. You become acquainted with 
the accuracy of its laboratories, the 
quality of its nursing, the coopera- 
tion and effectiveness of its admin- 
istrators and, in general, what you 
can expect as a practicing physician 
from the hospital. 

Also, after a year of house staff 
training, the potential internist will 
know pretty well where to find a 
good radiologist; a would-be sur- 
geon will learn upon whom he can 
rely for help with electrolyte or car- 
diac problems, and the pediatrician 
has spotted a well-trained ortho- 


grounded in the resources, facilities 
and the availability of nursing 
homes. You will learn of the serv- 
ices made available by public health 
departments, by mental health 
groups, by the Veterans Administra- 
tion. You will meet many of the 
practicing physicians in your com- 
munity. You will remember the 
good ones. And you will hope, by 
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URECHOLINE. 


CHLORIDE 


BETHANECHOL CHLORIDE 


URECHOLINE offers worthwhile therapeutic and 
psychologic advantages in managing urinary re- 
tention. In one study’, prophylactic administration of 
URECHOLINE Tablets to 129 postpartum patients 
reduced the incidence of urinary retention 80 per 
cent. The dose was 15 to 30 mg. orally, commencing 
on the patient's return to her room after delivery, 
and repeated every four to six hours for the first 
twenty-four hours. This regi usually eliminates the 
necessity for exposing the patient to the discomfort 
and risk of infection inherent in catheterization. 
Supplied: 5 mg. and 10 mg. tablets, bottles of 100; 1-cc. ampuls, each con- 
taining 5 mg. of URECHOLINE Chloride. 

Reference: 1. Fleming, A.R., Am. J. Obst. & Gynec., 64:134, July 1952. 


URECHOLINE IS A TRADEMARK OF MERCK & CO., INC. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 
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your efforts and ability, that you 
have made an impression on them 
so that they, too, will remember 
you when you finally enter your pri- 
vate practice. 

The foregoing represents but a 
few facts in the problem of locating 
a practice. Certainly in your read- 
ing over the coming months you 


should be building a library of in- 
formation which will help you ma- 
terially to ease the transition from 
the hospital residency to practice. 

The facts I have given I have 
checked. And what is more im- 
portant, I used these facts to find 
my present location. I hope you 
will find them of value. 
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"Is a tentative diagnosis very serious?" 


Resident Physician 


( 
COR’ 

ach G1 
Bacitrac 
Hydroc 


vailab 


COR 


ch 


} 

Fe 
Ap: con 
G IBS 

id 

RKO 

| 

. 

Were’ | 

vailal 


f in- 


ma- 
from 
ce. 
have 
im- 
find 


you 


For infected, or potentially infected, inflammatory 
conditions of the eye (anterior segment), ear and skin 
VIRTUALLY NON-SENSITIZING 


CORTISPORIN’ OINTMENT 


ach Gm. contains: ‘Aerosporin’® Sulfate Polymyxin B Sulfate 5,000 Units; 
Bacitracin 400 Units; Neomycin Sulfate 5 mg.; 
Hydrocortisone (free alcohol) 10 mg. (1%). 


tvailable in applicator tip tubes of % oz. and % oz. 


CORTISPORIN’ OTIC DROPS 


h ce. contains: ‘Aerosporin’® Sulfate Polymyxin B Sulfate 10,000 Units; 
Yeomycin Sulfate 5 mg.; Hydrocortisone (free alcohol) 10 mg. (1%). 


Available in sterile dropper bottles of 5 cc. 


i... BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Licensure for 


Foreign Graduates 


in Georgia, Idaho, Iowa, Illinois 


GEORGIA 

Under the Medical Practice Act 
of Georgia all applicants for license 
to practice medicine in Georgia are 
required to be citizens of the United 
States. 

Under the present rules, citizens 
who are graduates of foreign medical 
schools approved by the Council on 
Medical Education of the American 
Medical Association are acceptable 
for license in Georgia. 

IDAHO 

Graduates of medical schools lo- 
cated outside the United States and 
Canada are not eligible to apply for 
licensure in Idaho. 


ILLINOIS 
Graduates of European medical 
colleges or universities after Janu- 
ary 1, 1943, with the exception of 


certain approved colleges in the 
British Isles, Denmark, Holland 
Norway, Sweden and Switzerland, 
will not be accepted for admission 
to examination for licensure under 
the Illinois Medical Practice Act. 

Graduates of European medica 
colleges after January 1, 1943 may 
be considered for admission to Illi 
nois examinations provided they pre: 
sent diplomas of graduation from 
approved medical colleges in thé 
United States, after attendance if 
such colleges for at least one year, 
and, in addition, have served rotating 
internships of one year in approved 
hospitals in the State of Illinois. 

Foreign graduates may not be 
licensed by reciprocity with any 
state. They must pass written and 
clinical examinations. First papers 
in attaining U. S. citizenship are re- 
quired. 
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Orinase 
Prescription 
Information 


Dosage: Patients responsive 
to Orinase may begin therapy 


as follows: 

209000605 

2008 

Third da 
O@ 
Usual maintenance dose | Gm. 
(must be adjusted to patient’s response) 
To change from insulin to Orinase: 


If previous insulin dosage was 


less than 

40 u./day . . . reduce insulin 30% 
to 50% immediately; gradually 
reduce insulin dose if response 
to Orinase is observed. 


more than 40 u./day . . . reduce in- 
sulin 20% immediately; care- 
fully reduce insulin beyond this 
point if response to Orinase is 
observed. In these patients, hos- 
pitalization should be con- 
sidered during the transition 
period. 
Caution: During the initial ‘‘test’’ pe- 
riod (not more than 5 to 7 days), the 
patient should test his urine for sugar 
and ketone bodies three times daily 
and report to his physician daily. For 
the first month, he should report at 
least once weekly for physical examina- 
tion, blood sugar determination, and 
white cell count (with differential 
count, if indicated). After the first 
month, the patient should be seen at 
least once a month, and the above 
studies carried out. It is especially im- 
portant that the patient, because of 
the simplicity and ease of administra- 
tion of Orinase, does not develop a 
careless attitude (‘‘cheating” on his 
diet, for example) which may result 
in serious consequences and failure of 
treatment. 


Supplied: In 0.5 Gm. scored tab- 
lets, bottles of 50. 


Complete literature available on request. 


[Upiohn | THE UPJOHN COMPANY 
KALAMAZOO, MICHIGAN 
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Ready for your prescription now. 
Orinase is now available in all leading 
prescription pharmacies. But please — 
before you prescribe this exciting new 
drug—be sure you understand its limi- 
tations. 


Indications. Orinase is most likely to 
benefit the patient in whom the dia- 
betes is relatively mild and stable, is not 
adequately controlled by dietary restric- 
tions alone, and developed sometime 
after the age of 30 years. 


Contraindications. Orinase is contra- 
indicated in patients with 1) diabetes 
of the types known variously as juvenile, 
growth-onset, unstable, or brittle; 2) a 
history of diabetic coma; 3) diabetes 
complicated by ketosis, acidosis, coma, 
fever, severe trauma, gangrene, Ray- 
naud’s disease, or serious impairment, of 
renal or thyroid function; 4) hepatic 
dysfunction; and 5) diabetes adequately 
controlled by dietary restriction. 


Effects. In patients with a satisfactory 
response to Orinase, the blood sugar 
falls, glycosuria diminishes, and such 
symptoms as pruritus, polyuria, and 
polyphagia disappear. It is not a substi- 
tute for insulin. And it requires the 
same adherence to basic principles of 
diabetes control as does insulin, e.g., 


RINASE 


Used investigationally in more than 18,000 patients! 


(Tolbutamide, Upjohn) 


dietary regulation; tests for glycosuria 
and ketonuria; hygiene; exercise; in- 
struction of the patient to recognize and 
counteract impending hypoglycemia, to 
follow rigidly directions regarding diet 
and continuing use of the drug and to 
report immediately to the physician any 
feeling of illness. Extreme care must be 
taken during the transition period to 
avoid ketosis, acidosis, and coma. 

Side effects. To date, the most serious 
side effect is hypoglycemia, which may 
occur occasionally and is most likely to 
occur during the transition period from 
insulin to Orinase. Other untoward re- 
actions to Orinase are rare, usually of a 
non-serious nature, and tend to disap- 
pear on adjustment of dosage, e.g., gas- 
trointestinal disturbances, headache, 
variable allergic skin manifestations, 
and alcohol intolerance. 


Clinical toxicity. Aside from an occa- 
sional hypoglycemia, Orinase appears to 
be remarkably free of gross clinical tox- 
icity. There is no evidence of crystalluria 
or other untoward effects on renal func- 
tion, or of hepatotoxicity. Except for a 
rare leukopenia of mild degree, which 
has been reversible (in some instances, 
even under continued therapy), there 
have been no adverse effects on hem- 
atopoietic function. 
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For further information write to: 


Applicants for licensure in Iowa 


MEMO 


TO FOREIGN RESIDENTS: 


Facts about state licensure are needed by the foreign 
physician not only after he has completed his residency but 
before he accepts a residency in a hospital in the United 
States. Especially concerned are those foreign residents who 
decide to change their hospital of residency, when such a 
change involves a move from one state to another. This 
problem is pointed up in a recent letter to your journal from 
Dr. Filemon P. Lopez, an exchange visitor from the Philippine 
Islands. Dr. Lopez states, in part: 

" . . . Reading of the need for surgical residents at a 
hospital in another state which had a three-year approved 
program in general surgery, | requested and obtained per- 
mission from my hospital (which was approved for only one 
year) to apply for residency in this other state. 

As an exchange visitor, the immigration department asked 
for statements of release from one hospital and acceptance 
of the administration of the other hospital. Thus, | transferred 
from one state to another. For five months my residency 
training went along smoothly. Then | was called before the 
hospital administration and told that my training could no 
longer continue. The reason for this was that the state 
licensure board had advised my hospital that | would have 
to have a state license in order to continue serving as a 
resident in any hospital in that state. 

The news, of course, came as a very great shock to me. 
| went to see the state board to get further information and 
found out that, unlike most states, this state did not give a 
temporary license to foreign physicians whose medical 
schools are not approved by the board. There were other 


IOWA 


States. 


@ Present a certificate of pro- 
Department of Registration and ficiency in the basic sciences issued 
Education, Capitol Building, Spring- 
field, Illinois. ers in the Basic Sciences. 
@ Bea citizen of the United States 
or have legally declared intention 
of becoming a citizen of the United 


by the Iowa State Board of Examin- 
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foreign physicians at this hospital, and each of us was re- 
quired to begin again, writing numerous applications for 
residencies. 

Since the time of our release was in the month of Feb- 
ruary, it was impossible for any of us to get appointments 
right away. At this writing, the immigration department is 
breathing down my neck. They have no choice but to send 
me home since | do not have a hospital to work in. 

Like most foreign physicians | came to the United States 
with the desire to finish a good residency in general surgery. 
Yet, through neglect of information | now find myself in an 
extremely difficult position. 

So for the benefit of all foreign physicians in the United 
States may | make this plea: Before accepting a residency 
appointment in any hospital, determine the licensure re- 
quirements of the state in which the hospital is located. __ 

Most hospitals will give you this information. However, if 
they don't, you make mention of this highly important matter 
when accepting your application for residency. 

| hope my words of warning will prevent some other 
foreign physicians from going through the same discouraging 
experience | have had. 

In addition to the above recommendation, | address the 
following note to the State Department in Washington, 
D. C.: Please issue a pamphlet containing information on 
who is in charge of the exchange visitors, the different states 
in which foreign physicians can take postgraduate hospital 
training as interns and residents, and finally, the states where 
foreign physicians cannot train..." 


ician 


® Present a diploma issued by a 
school or college of medicine ap- 
proved by the state board of medical 
examiners. (The list of approved 
schools or colleges of medicine pre- 
pared by the Council on Medical 
Education and Hospitals of the 
American Medical Association and 
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the Association of American Medi- 
cal Colleges is accepted by the 
board of medical examiners.) 

@ Satisfactory completion of an 
examination prescribed by the board 
of medical examiners. 

@ Present satisfactory evidence 
and certification of the completion 


123 


pro- 
ssued 
amin- 
tates 
ntion 
nited 


of one year of internship in a hos- 
pital approved by the state board 
of medical examiners. (The list of 
hospitals approved for intern train- 
ing in the United States and Canada 
prepared by the Council on Medical 
Education and Hospitals, American 
Medical Association, is accepted by 
the board of medical examiners.) 

@ Where the board of medical ex- 
aminers finds the applicant does not 
fully comprehend or use the English 
language, or does not have sufficient 
knowledge of current methods of 
American and Iowa medical practice, 
customs or habits, it may require 
him to serve an additional one year 
as an intern student or resident stu- 
dent in an Iowa hospital approved 
by the board of medical examiners. 
During this period of internship or 
residency, the applicant must serve 
under the supervision of a licensed 
practitioner of medicine and surgery. 


Temporary license 


Any physician who is a graduate 
of a medical school approved by 
the board of medical examiners and 
has completed one year of intern- 
ship in a hospital approved by- the 
board of medical examiners and who 
desires to serve as a resident in a 
residency approved by the board of 
medical examiners under the super- 
vision of a licensed practitioner of 
medicine and surgery, is required to 
obtain a license, or a temporary or 
special license as a resident phy- 
sician. A temporary or special li- 
cense is limited to one year and 


may be renewed from year to year, 
but not to exceed an additional three 
years of hospital service as a resi- 
dent physician. 

The board of medical examiners 
may waive the requirements of citi- 
zenship or declaration of citizenship 
of foreign students here for train- 
ing and study only and who are 
properly admitted under visas of 
the State Department of the United 
States as students. The fee for this 
license is ten dollars. If extended 
beyond one year, an annual renewal 
fee of one dollar per year is re- 
quired. 

Each applicant for a resident li- 
cense must: 

@ Present a diploma issued by a 
medical college approved by the 
medical examiners. 


@ Pass an examination prescribed 
by the medical examiners in the 
subjects of anatomy, chemistry, psy- 
chology, materia medica and thera- 
peutics, obstetrics, pathology, theory 
and practice, and surgery; but in 
the subjects of materia medica and 
therapeutics, and theory and _ prac- 
tice, each applicant shall be ex- 
amined in accordance with the teach- 
ings of the school of medicine which 
he desires to practice. The board 
of medical examiners may require 
written, oral, and practical examina- 
tions of the applicant. 

@ Present to the state department 
of health satisfactory evidence that 
applicant has completed one year of 
internship in a hospital approved 
by the state board of medical ex- 


Resident Physician 


am-ne 
prove 
intern 
intern 


Stat fae ° 


We 


July 


eB 
or ha 
2 
4 
3 
‘ a 
ae 
124 


year, 
three 
resi- 


iners 
Citi- 
iship 
rain- 
are 

s of 
nited 
this 
nded 
ewal 
re- 


at 


by a 
the 


ribed 
the 
Psy- 
hera- 
1eory 
it in 
and 
prac- 
2ach- 
yhich 
yoard 
quire 
nina- 


ment 

that 
ar of 
-oved 
ex- 


sician 


amners. No hospital shall be ap- 
proved which does not provide the 
internship without expense to the 
intern. 

@ Be a citizen of the United States 
or have legally declared his inten- 


. Executive Secretary, 


tion of becoming a citizen. 

For further information write to: 
Iowa State 
Board of Medical Examiners, State 
Office Building, Des Moines 19, 
Towa. 


"My only advice to you Gilliams is to take the pins out of the map 
and stick them into the detail men." 
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Of Vanderbilt 


O: arriving at the Vanderbilt 
University Medical School as a 
freshman medical student, I was 
taken almost immediately to the 
Anatomy Dissecting Laboratory by 
an upperclassman. He was sure that 
this was the quickest way to intro- 
duce a newcomer to some of the 
startling mysteries of medicine. 

A tall, skinny, erect Negro man 
was working with the cadavers, tak- 
ing them out of refrigerated storage 
and placing them on the dissecting 
tables. His skin was tan and 
wrinkled; his hair was gray and 
straight. Dressed in neat but well- 
worn Sunday clothes, he was wear- 
ing a black rubber apron suspended 
from his neck. He looked to be 
about seventy years old. 

After being introduced to me as 


Perhaps, when recalling your own medical school 
days, you will remember that remarkable individual 
who was neither professor nor physician, and who 
made a memorable contribution to your education— 
almost without your knowing it. Such an individual 


The Resurrector 


James A. Knight, M.D. 


“the man who takes care of the 
cadavers,” he addressed me with the 
title, “Doctor.” I was proud. 
Then, before we left, he com- 
mented matter-of-factly: “I call all 
medical students ‘Doctor.’ I bestow 
that title before the school does. 
You'll be called all kinds of things 
before you graduate, but I’m con- 
sistent; I always call you ‘Doctor.’” 


Preservation 
Bill, for that is what I shall call 


him now, has caused generations of 
graduates to remember him with 
affection. He seemed to have such 
confidence in each student. 

Bill frequently boasted of his abil- 
ity to embalm a cadaver so that it 
would not deteriorate for many 
months. He somehow managed to 
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e Delay in wound healing 
e Changes in peripheral blood picture 


-~ 1 ¢ Hemorrhage, hematoma or petechiae 
With No Danger Of e Granulomas at injection site 
e Chills, cyanosis or allergic reaction 
e Aggravation of infection 


VARIDASE 
intramuscular Streptokinase-Streptodornase Lederle 


Intramuscular VARIDASE accelerates resolution of inflammation 
at almost any site in the body. Provides unsurpassed proteolytic 
therapy in many inflammatory conditions such as: trauma; 
abscesses; cellulitis; thrombophlebitis; epididymitis; decubitus; 
diabetic and varicose ulcers; hemarthrosis; iridocyclitis; and 
sinusitis. 

Easy-to-prepare—Simple mixing instructions in the package 

literature 
Easy-to-use— Water-soluble (no oil)—minimizes injection pain 
... eliminates oil-sensitivity reactions 

1. Miller, J. M.; Surmonte, J. A.; Ginsberg, M., and Ablondi, F. B.: 
Postgraduate Medicine 20:260 (Sept.) 1956. 


t Lederte) LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY 
*Reg. U. S. Pat. Off. PEARL RIVER, NEW YORK 
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imply that he used embalming tech- 
niques similar to those of the Egyp- 
tians in the days of the Pharaohs 
and that he kept these techniques 
secret. 

We were amused by his boasting. 
But we were also impressed by the 
realization that each group of cada- 
vers was dissected for a complete 
semester and at the end of that pe- 
riod, the cadavers were in an excel- 
lent state of preservation. 

But Bill was in his real glory 
when he told of his days as a “re- 
surrector.” He began this career 
while a small boy, in the days when 
medical schools in Nashville, Ten- 
nessee, had great difficulty in get- 
ting bodies for dissecting. There was 
only one way to get bodies: rob 
graves. However, this was a danger- 
ous business; one that required 
teamwork and close cooperation. 

As Bill explained it proudly, first, 
a physician would report the death 
of a patient. Then a cooperative 
clergyman notified the “resurrec- 
tor” group of the exact area of the 
cemetery at which the funeral had 
been conducted. 


Finally, under cover of darkness, 


About 


An impression made while a student at Vander- 


the “resurrectors” would move in, 
exhume the body, wrap it carefully 
and place it in a wagon. 

This is where Bill came in. 

His job was to scrape the red clay 
from the shovels, shining them so 
that no cemetery dirt remained to 
excite the suspicion of those they 
met in returning from the cemetery. 

According to Bill, the “resur- 
rectors” received practically no 
monetary return for their labor. 
They looked upon their work of ob- 
taining bodies for the medical 
schools as a high and holy task and 
attended their function with great 
zeal. (Bill would repeat this many 
times until he was sure his listeners 
understood and accepted this con- 
cept.) 


Supply and demand 


Bill was proud of this era in his 
life. He related that he and his asso- 
ciates were frequently fired upon by 
those who saw and suspected them 
of robbing a grave of its body. Once 
he was hit in the hip with buckshot. 
He assured us that these buckshot 
were still in his hip. And it was 
true that on rainy days he limped. 


The bilt University Medical School stimulated the 


Author 


author in preparing this article on “Bill.” After 


graduation in 1952 and a subsequent internship, 
the author entered a residency training program 
in psychiatry at Charity Hospital of Louisiana at 
New Orleans. He is now in his third year on the 


Tulane Service. 
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So adept did the resurrectors be- 
come that they acquired more bodies 
than were needed in Nashville. 
However, at this same time, the 
medical schools in Cincinnati were 
in dire need of cadavers. So Bill and 


his colleagues shipped the surplus 
there in barrels with no labeling on 
the barrels except the address. 

A few railroad agents were tipped 
off as to the nature of the cargo, 
and they cooperated in this medical 
adventure with varying degrees of 
enthusiasm. 


Close call 

Bill liked to tell of the time when 
he was truly frightened. It seems 
that the sister of a law enforcement 
officer had died. Bill and his cohorts 
were notified of the death and the 
location of the cemetery plot. They 
went out, got the body,- and started 
it on the road to the medical school. 
Meantime, the woman’s brother dis- 
covered that the body had been 
stolen and along with his deputies, 
initiated a thorough search. He 
promised long jail sentences to the 
“intruders in the dust” when appre- 
hended. The deputies began to close 
in on them as they hid the body in 


first one place and then another. In 
desperation, they decided to re-bury 
the body and thus remove the evi- 
dence. This they did late at night 
in a vacant lot across from the First 
Presbyterian Church (which, inci- 
dentally, was the church Andrew 
Jackson attended during his life. 
time). Bill said he regretted that 
circumstances forced them to do 
this, but he claimed that they “paid 
proper respect to the dead” by sing- 
ing the Doxology as the body was 
buried. 

Bill was allowed to give one for- 
mal lecture to each freshman class. 
First he would relate some of his 
early adventures in “resurrecting” 
cadavers for the anatomy class; then 
he would talk of the pitfalls, as he 
saw them, which confronted physi- 
cians daily. He urged us to avoid 
“alcohol, the morphine needle, and 
beautiful but married female pa- 
tients.” 


Marry doctor 


He also advised us to marry a 
female doctor “so we could push 
her out of bed at night to answer 
half the night calls.” 

Bill drove a Buick longer and 
blacker than that of any Vanderbilt 
physician or professor. He always 
bought a secondhand Buick, believ- 
ing that it was better to “ride first 
class” in a used Buick than “second 
class” in a new Ford. He was a 
leader among the Negroes of thie 
Nashville community ; they respected 
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him not only for his friendship but 
because of his great ‘power over 
the dead.’ Bill claimed he was sel- 
dom bothered at night by “hants,” 
though he surely deserved their ani- 
mosity for his frequent trespassing 
in the supernatural world. 

1 shall always remember Bill. 
puttering around in the anatomy 
laboratory among his colony of 
cadavers; serving as janitor, em- 
balmer, teacher, counselor and 
friend—of equal service to both the 
living and the dead. 


He died before my class gradu- 
ated and all Vanderbilt mourned the 
loss of this ever-diligent, ever-faith- 
ful servant of medicine. 

A surgeon, writing in the Vander- 
bilt Alumnus twenty-five years after 
he received his M.D. degree, de- 
scribed his first meeting with Bill 
as the single incident in his medical 
education he remembers best. These 
are the surgeon’s words: “For many, 
many years Bill was the first to call 
a medical student ‘Doctor.’ When 
Vanderbilt establishes a Hall of 
Fame I want to nominate ‘Doctor 
Bill’ for his yeoman service in edu- 
cating young doctors.” - 

And, as you probably suppose, I 
will second the motion, gladly. 


Strangers 


There are many anecdotes con- 
nected with hospital morgues and 
the men in charge of them. Some 
of these stories are fancied; some, 
like this one, true. Our siory con- 
cerns a particular hospital morgue, 
supervised by a dedicated and pride- 
ful attendant who took extreme 
care and concern with his cadavers. 
One evening, when this attendant 
was off duty, a full morgue at a 
neighboring hospital necessitated 
the transfer of five bodies to the 
hospital of our story. The next 
morning, the meticulous attendant 
came in and, as was his custom, 
checked the records for any deaths 
which may have occurred during 
the evening. There were none. Then 
he began to check the drawers. ... 
A few moments later, physicians 
eating breakfast in the doctor's 
dining room were startled by the 
sudden appearance of the agitated 
and obviously distraught morgue 
attendant. From a point close to the 
door of the dining room he blasted 
the room with an indignant and 
accusing roar. “Who,” he screamed 
at the top of his voice, “are those 
strangers in my morgue!” 
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lowering of top are two more advanced 
mechanical and treatment features of 
Shampaine's Steelux furniture. 
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WASHINGTON REPORT 


Current news items of special interest to residents 
and reserve medical officers, reported directly to 
your journal by the Army, Navy, Air Force, Veterans 
Administration and the Public Health Service 


Government medical service 


Air Force 


AIR FORCE RESERVE 
ACTIVITIES 


The Air Force reports widespread 
participation in its Medical Reserve 
training program. Reserve activities 
provide the physician a change of 
pace from his busy practice and 
give him opportunities to exchange 
information with other reservists 
who are his civilian colleagues, as 
well as train for important respon- 
sibility in the event of a national 
emergency. 

These physicians are also finding 
their Reserve participation valuable 
protection financially for time al- 
ready invested in active duty sery- 
ice, the Air Force points out. For 
example, the reservist with nine 
years of active duty and the rank 
of captain may normally expect to 
progress to the grade of lieutenant 
colonel or colonel and an attractive 
retirement income through partici- 
pation in the Reserve program. Un- 
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der present laws, he may retire as 
a Reserve officer at the age of 60 
with a total of 20 years service (ac- 
tive and/or inactive). When he 
earns one point in Reserve training. 
he is credited for one day of active 
duty; 365 points give him credit for 
one year. If he is now 35 years old 
and earns 50 points each year until 
he is 60, he would accumulate 1250 
points (equal to three years of ac- 
tive duty). This plus his nine years 
of active duty would make his total 
service credit twelve years. 

His retirement pay is computed 
as follows: The pay of a colonel 


with 30 years of federal service is. 
plus longevity, $811 a month. The 
reservist in this case would receive 


a percentage of this amount equal 


to 2.5 times the number of years 
of service credit accumulated; this 
would be 2.5 times 12, or 30 per- 
cent. This percentage of $811 is 
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$243, or his monthly retirement pay. 
If he purchased a retirement an- 
nuity to equal this amount, it would 
cost him approximately $124 
wnonthly, or $1376 yearly. In effect, 
his Reserve participation has also 
earned him the cost of such premi- 
ums in addition to his Reserve pay. 

If he prefers to do so, he may 
terminate his Reserve training any 
time after he completes a total of 
20 years service (active and/or in- 
active) and be placed on the reserve 
retired list. Naturally, this will 
slightly reduce the monthly retire- 
ment income he begins to receive 
at the age of 60, and after he is 
placed on the reserve retired list 
he is, of course, no longer eligible 
for promotion. 

More than an important profes- 
sional and civic activity, Reserve 
training is a worthwhile financial 
investment for the physician in pri- 
vate practice today. 


SPONSORED TRAINING... 

Recent inquiries have shown that 
many young physicians are uncer- 
tain about the length of obligated 
service incurred when they receive 


Air Force sponsored medical train- 
ing. This training, which was be- 
gun in 1950 as an Air Force career 
incentive, has provided outstanding 
training for physicians and devel- 
oped a more stable career corps. 
resulting in better medical care for 
Air Force personnel. 

The length of obligated service 
varies according to the type and 
length of training received, whether 
for the senior year of medical 
school, an internship, a residency. 
or a combination of the three. It 
varies also according to whether the 
internship or residency is in a mili- 
tary or civilian hospital. 

The chart shows, for example. 
(see lines 10 and 11) that a spon- 
sored military internship and a two 
year military residency carries a 
total of three years of obligated 
service, while a sponsored military 
internship and a two-year civilian 
residency carries a total of four 
years obligated service. 

In each case, the first two years 
of obligated service following com- 
pletion of training satisfies concur- 
rently the Selective Service obliga- 
tion for the physician being trained. 


Army 


The Council on Medical Educa- 
tion and Hospitals has recently ap- 
proved resident training programs 
at William Beaumont Army Hospi- 
tal, Fort Bliss, Tex., in the follow- 


ing specialties: 
Residency—Internal Medicine 
Date Approved—25 April 1957 
Years Approved—3 (Full Approval) 
Residency—Pediatrics 
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mili- chronic ulcers, infected wounds and other resistant skin lesions. Gentle debride- 
ment with the proteolytic enzyme, papain, is complemented by the wound- 
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continuous dressings, which maintain a clean wound base until healing is 
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‘ HEALING OF SEVERE CARBUNCLE WITH PANAFIL 

Severe carbuncle on back of neck of 79-year-old man. 

four Left: Before incision and start of therapy. 
Right: Lesion almost healed after two weeks of therapy with Panarit. Complete healing 
one week later. 
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PHOTOGRAPHS COURTESY OF BECK, AND A MAREERT, HOSPITAL, FT HOWARD, 


References: (1) Miller, E. W.: New York J. Med. 56:1446, 1956. (2) Garnes, A. L., and Barnard, R. D.: Angiology 
8:13, 1957. (3) Morrison, J. E., and Casali, J. L.: Am. J. Surg 932446, 1957. (4) Wood, O. H.: Maryland M. J., 
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Date Approved—18 March 1957 terial for teaching purposes will be I ind is 
Years Approved—2 (Full Approval) available for these new programs. I reserve 

It is anticipated that residents will | Medical Corps officers who are cer- J ioints, 
be assigned to these new residency tified in their respective specialties Cou 
programs on 1 July 1957. Because and who have outstanding reputa- JJ jons ¢ 
of the heavy concentrations of troops tions as teachers will head the new J jye to 
and their dependents within the en- resident training programs at Wil- J ycejer 
virons of William Beaumont Army liam Beaumont Army Hospital, the J janger 
Hospital, a wealth of clinical ma- Army reports. for Ox 
equipn 
signed 
Veterans Administration 
mology 
turban 
tem re 
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GASTROENTEROLOGY The resident in gastroenterology 
RESIDENCY ... participates in the management of 
A training program in gastroenter- patients as well as the supervision 
ology has been established at the and teaching of rotating interns and 


Veterans Administration Hospital, residents. 
Long Beach, California, in accord- The senior resident assists in the he cal 


ance with the recommendations of organization of a weekly gastroin- 


neuroy 

the American Gastroenterological testinal-surgical conference. A ine 
Association; residency program is weekly seminar is conducted by the oroble 
approved by Council on Medical Ed- chief of the gastroenterologic sec- ge 


ucation and Hospitals of the AMA. tion in which the entire staff par- 
Clinical experience is afforded by  ticipates; problems of management 
a ward of 54 beds devoted to gastro- _ as well as of pathophysiology of gas- 


App 
be sul 


intestinal disease, a gastrointestinal trointestinal disease are discussed. dang 
outpatient clinic with approximately The resident in gastroenterology is candies 
500 patient visits a year and a con- expected to undertake at least two ff), 
sultative service on gastrointestinal investigative projects in the field of Medic: 
problems for the entire hospital. gastroenterology. Medic. 


land. 


RETH 


Nav 

Y BuPer 
NAVY AVMED COURSE... now available for enrollment by we 
The Medical Department corre- regular and reserve officer personnel §"°* 

spondence course, Aviation Medi- of the Medical Department. This “2 
cine Practice, NavPers 10912-A, is course consists of six assignments il red 
ello 
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and is evaluated at eighteen naval 
reserve promotion and/or retirement 
points. 

Course material includes discus- 
sions of: severe physiological stress 
due to reduced barometric pressure, 
acceleration, noise, vibration, and 
danger; physiological requirements 
for oxygen equipment, pressurized 
equipment, and other devices de- 
signed to make the flyer’s environ- 
ment as normal as possible; special 
problems in the fields of ophthal- 
mology and otolaryngology; dis- 
turbances of the cardiovascular sys- 
tem resulting from flight; selection 
of personnel; physical and psycho- 
logical standards and examinations 
used in screening and placement; 
the relation of psychopathology and 
neuropsychiatry to aviation medi- 
cine; aviation dentistry; operational 
problems; and air evacuation of the 
sick and wounded. 

Applications for this course should 
be submitted on form NavPers 992 
(Revised 2-56), with appropriate 
change in the “To” line, and for- 
warded via official channels to the 
Commanding Officer, U. S. Naval 
Medical School, National Naval 
Medical Center, Bethesda 14, Mary- 


land. 


RETIREMENT CREDITS .. . 


buPers Instruction (1820.3A) of 
April 24, 1957 contains information 
concerning the granting of retire- 
lent point credits to officers of the 
Naval Reserve for satisfactory com- 
pletion of correspondence courses. 
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Naval Reserve officers completing 
officer correspondence courses will 
‘be granted retirement credit as fol- 
lows: 


@ Courses evaluated at twelve re- 
tirement points or less. Credit will 
be granted on the satisfactory com- 
pletion of the entire course; credit 
will apply as of the date the last 
assignment is deposited in the mails 
by the enrollee. 


@ Courses evaluated at more than 
twelve retirement points: Credit will 
be granted on satisfactory comple- 
tion of 1) each twelve-point unit of 
the course and 2) the final unit, 
which may be less than twelve 
points. Credit applies as of the date 
the last assignment of each unit is 
deposited in the mails by the en- 
rollee. For example, with a fifteen- 
assignment course evaluated at 
thirty points (two points per assign- 
ment), credit will be granted on 
satisfactory completion of 1) the 
first six assignments, 2) the second 
six assignments, and 3) the last 
three assignments. 

Retirement point credit will not 
be granted to reserve personnel in 
the following categories: 

@ Reserve personnel on active 
duty (including training duty) re- 
ceive retirement-point credit by rea- 
son of their active duty. Inactive- 
duty personnel receive a retirement 
point for each authorized drill or 
NROS class. Hence, to avoid dupli- 
cate credit, retirement credit cannot 
be given for correspondence courses 
completed while on active duty or 
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training duty, or as part of an 


authorized drill or NROS class. The 
Chief of Naval Personnel has on oc- 
casion approved the use of corre- 
spondence course material in drills 
and NROS courses as a means of 


further qualification in the profes- 


sional area, but under conditions 


that preclude the granting of dupli- 


cate retirement credit. This is also 


applicable under this instruction. 

@ Reserve personnel are ineligible 
to accrue retirement credit while 
they are on the Inactive Status List; 
hence correspondence courses com- 
pleted in this status will not earn 
retirement points. This does not 
preclude Inactive-Status personnel 
from taking courses in order to im- 
prove their professional qualifica- 
tions as reflected in their official 
records. 

®@ Retirement-point credit will not 
be granted for retaking a corre- 
spondence course unless the Chief 
of Naval Personnel specifically des- 
ignates the course as one that may 
be repeated for credit. 

@ Naval Reserve officers will not 
be granted retirement credit for 
completion of enlisted correspond- 
ence courses. 


COMBAT PRACTICE... 


The Medical Department  corre- 
spondence course “Combat and Field 
Medicine Practice,” NavPers 10706- 
A, is now available for distribution 
to eligible regular and reserve offi- 
cer personnel. Applications for this 
course should be submitted on Form 


NavPers 992 (Rev. 2-56) and _for- 
warded via appropriate official chan- 
nels to the Commanding Officer, 
U.S. Naval Medical School, National 
Naval Medical Center, Bethesda 14. 
Maryland. 

The course subject recalls the 
story concerning the French scholar 
whose role in the French Revolution 
was challenged by a lady who visited 
him. “Monsieur,” she asked, “what 
did you do during the Revolution?” 
“Madame,” he replied, “I survived.” 

Survival is one of the fundamental 
questions in military combat. 

The whole effort of the Medical 
Department achieves its ultimate 
purpose in medical practice during 
combat. Normally, naval medical 
practice is concerned with keeping 
personnel in top condition so they 
can move into combat at a moment's 
notice, and withstand any strain. But 
during combat, the medical purpose 
becomes one of helping the wounded 
to survive so they can again man 
their stations and enjoy life there- 
after. It is for this end that the 
department basically exists. But 
medical practice in combat, whether 
afloat or ashore, raises many com- 
plex problems which tax to the ut- 
most the abilities of departmental 
personnel. 

Such is the purpose of the course 
in Combat and Field Medicine Prac- 
tice. It provides personnel with a 
set of principles and flexible for- 
mulae which they can apply to vary- 
ing situations. It enables them to 
perform their combat functions much 
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more effectively, with the concomi- 
tant result of a great improvement 
in their own outlook for survival. 
Survival and victory become wel- 
come by-products of a well-executed 
mission. 

The material presented in the 
various discussions of the course re- 
lates to the management of battle 
casualties in combat areas, trau- 
matic shock, medical aspects of 
tropical warfare, and the medical 
aspects of warfare in extremely cold 
climates. Prevention and control of 
disease, along with other profession- 
al practices, are predicated on the 
latest opinions and research, and on 


. sources, 


the combined experiences of the 
Armed Forces and other authoritative 
The material is not to be 
considered as complete or final, yet 
it is believed that, in the aggregate, 
the doctrines and procedures de- 
scribed will be found valid and help- 
ful. 

This course consists of four ob- 
jective question type assignments 
and is evaluated at sixteen Naval 
Reserve promotion and non-disabil- 
ity retirement points, and is desig- 
nated as a course that may be re- 
taken for point credit inasmuch as 
it is based upon completely new and 
revised texts. 
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What’s the 


Doctor’s Name? 


By Victor R. Jablokow, M.D. 


H. was born in Vendée, France, 
September 28, 1841. At the age of 
17 he entered the school of medicine 
at Nantes and after finishing his 
study served an internship at the 
Hopitaux de Nantes. In 1865 he 
submitted a 224-page thesis entitled 
“De la generation des elements 
anatomiques” and_ received his 
diploma from the Faculty of Medi- 
cine of the University of Paris. 
Early in 1866 he arrived in New 
York and stayed in the United States 
for three years, writing descriptions 
of American postwar conditions to 
the Paris “Temps” and teaching 
French in a girl’s school at Stam- 
ford, Connecticut. His stay in this 
country was characterized by him as 
the three happiest years of his life. 
In 1869 he returned to Paris. 
After the Revolution of 1870 he was 
nominated Mayor of Monmartre and 
was off to a life-time of feverish 


political and journalistic activity, 
Actually, his political career had 
begun as early as 1862 when he was 
imprisoned for 77 days for par- 
ticipating in a Republican demon- 
stration on the occasion of the anni- 
versary of the French Republic. In 
1880 he founded the newspaper “La 
Justice,” the principal organ of 
Parisian radicalism. He supported 
Zola in the Dreyfus affair and op- 
posed the anti-semitic and_nation- 
alist campaign. 

After the turn of the century he 
became Minister of the Interior and 
from 1906 to 1909 he was Prime 
Minister of France. He played an 
important part in cementing the 
new entente with England. Toward 
the end of World War I, he again be- 
came Premier at the age of 76. When 
the time came to make the peace he 
was named president of the Ver- 
sailles Conference. 

From November 1918 to June 1919 
he devoted himself to international 
settlement. In 1921 he retired to 
his books and his rose garden, but 
in the following year visited again 
the United States on a four week 
lecture tour, speaking in defense 
of the French proposal to invade the 
Ruhr valley in an effort to compel 
German reparation payments. 

The last years of his life were 
spent in writing a_ philosophical 
treatise and a life of Demosthenes. 


He died in 1929 at the age of 88. 


Can you name this doctor without 
turning to page 162? 
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ACOUN'T: 


Histacount is the trade mark of Professional Printing Company, Inc. 
—America’s largest printers for Doctors exclusively. 


Histacount means highest quality at lowest prices for Printing, 
Patients’ Records, Bookkeeping Systems and Filing Supplies. 


Histacount means your satisfaction or money back—no questions. 
Free samples and catalogue on request. 


WHEN YOU ARE READY TO ENTER PRACTICE, 
ASK ABOUT OUR FREE BOOKKEEPING SYSTEM OFFER. 


PROFESSIONAL PRINTING COMPANY, unc. 
NEW HYDE PARK, NEW YORK 


AMERICA’ S LARGEST PRINTERS TO THE PROFESSIONS 


1957, Vol. 3, No. 7 145 


ms 


va 
\ 
| 
| 
| 
| 
i 
aS 
oon 
| 
—— 


1. Syncope following physical exer- 
tion suggests: (A) adrenal cortical 
adenoma; (B) pheochromocytoma ; 


(C) islet cell adenoma of pancreas; 
(D) thyroid adenoma. 


2. Crooke’s hyalinization of cells is 
commonly associated with: (A) dia- 
betes mellitus; (B) lupus erythema- 
(C) Cushing’s 
(D) acromegaly. 


tosus; syndrome; 


3. Acrocyanosis is a disturbance of 
the: (A) hemoglobin; (B) capillary 
bed; (C) platelets; (D) red cells. 


4. The one of the following which 
is the best treatment for causalgia 
is: (A) rhizotomy; (B) chordo- 
tomy; (C) sympathectomy; (D) 
lobotomy. 


5. To sympathectomize the lower ex- 
tremities successfully, one must: (A) 


These questions are from a civi 
service examination recently given 
to candidates for physician appoint 
ments in municipal government. 


Answers will be found on page 155 


remove iumbar ganglions 1-2-3; (B) 
remove lumbar ganglions 3-4-5; (C) 
section sympathetic trunk between 
dorsal ganglions 8-9; (D) 
ganglion chain from D6 to LS. 


remove 


6. A patient has a hard mass in the 
thyroid and osseous metastasis which 
show moderate uptake of radioactive 
iodine. The optimum treatment in 
this case is: (A) total thyroidectomy 
and systemic radioactive iodine ther- 
apy; (B) total thyroidectomy and 
irradiation of the metastasis; (C) 
irradiation of the gland and _ the 
metastasis; (D) 
tive iodine therapy alone. 


systemic radioac 


7. The one of the following with 
which Paget’s disease of the bone 
(osteitis deformans) is most com- 
monly assoviated is: (A) elevated 
serum calcium and diminished =e: 
rum phosphorus; (B) 
kaline phosphatase; (C) 
non-protein nitrogen; (D) 
of the albumin globulin ratio, 


elevated al- 
ated 
reversal 
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your patients with generalized gastrointestinal 
adioac: complaints need the comprehensive benefits of 


'Tridal 


bone 


t com: (DACTIL® + PIPTAL®—in one tablet) 


levated rapid, prolonged relief throughout the G.I. tract 
ed se: with unusual freedom from antispasmodic 
ted al- and anticholinergic side effects 
levated One tablet two or three times a day and one at bedtime. Each TRIDAL tablet 


eversal contains 50 mg. of Dactil, the only brand of N-ethyl-3-piperidyl 
diphenylacetate hydrochloride, and 5 mg. of Piptal, the only brand 

LAKESIDE 
14387 of N-ethyl-3-piperidyl-benzilate methobromide. 
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So simple 
you can do your 
sterilizing blindfolded 


When you merely set one dial, 
your sterilizing is so simple you 
can do it blindfolded. Sterilizing 
with a SpeedClave is that easy! 

No other office autoclave offers 
you automatic heating, timing, 
and venting. Three features that 
free your nurse for other duties. 
To sterilize, she merely loads the 
SpeedClave, sets it . . . then 
forgets it. 

Simple? Nothing could be sim- 
pler—or safer. Autoclaving is the 
safe way to sterilize. And Speed- 
Claving is the simplest~ and 
quickest. 


WILMOT CASTLE CO. 
1730A E. Henrietta Rd., Rochester, N.Y. 


Send me descriptive bulletin DS-246 
which tells all about the SpeedClave. 


Name. 


Address 


LIGHTS AND 
STERILIZERS 
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8. A bullet that may have grazed o; 
perforated the ascending colon be 
fore lodging within the spinal cana 
has caused paraplegia. The one o 
the following which you would 
choose as the first measure in treat 
ment is: (A) laminectomy for re 
moval of bullet; (B) observation fo: 
24 hours; (C) exploratory lapara 
tomy; (D) antibiotic therapy fo 
24 hours. 


9. A small pupil, ptosis of the uppe 
eyelid and enophthalmos (Horner’ 
syndrome) indicate a spinal nery 
root lesion at a vertebral level of: 
(A) cervical 1-2; (B) cervical 45; 
(C) cervical 7—thoracic 1; (D) 
thoracic 3-4. 


10. The diagnosis of bladder neck 
obstruction due to benign or malig- 
nant enlargement of the prostate 
gland is best established by: (A) a 
cystogram; (B) urethrocystoscopy: 
(C) a rectal digital examination: 
(D) determination of amount o 
residual urine. 


11. The anatomical structure us 
ally involved in the production 0 
a direct inguinal hernia is: (A 
Poupart’s ligament; (B) conjoin 
tendon; (C) external oblique fas 
cia; (D) transversalis fascia. 

12. The popliteal artery can 

acutely occluded in the 6th decade 
and: (A) there is no danger of 
gangrene; (B) gangrene develop: 
in 100 per cent of cases; (C) gan 
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gene develops in two-thirds of 
ases; (D) gangrene develops in 
me third of cases. 


3. Congenital arteriovenous fistulas 
of the forearm at times are accom- 
janied by increased: growth of the 
jand. This is most probably .due 
io the fact that: (A) collateral ar- 


the fistulae and overnourishes the 
part; (B) increased venous pressure 
distal of the fistulae influences 
gowth; (C) oxygen uptake by 
tissues distal to the fistulae is in- 
creased; (D) oxygenated blood is 
diverted into the venous system and 
nourishes the part by retrograded 
flow. 


uppe 
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r neck 
malig- 
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\4. The age specific death rate for 
accidental death for males and fe- 
males in the United States is highest 
inthe age group; (A) 5 through 14 
years; (B) 15 through 24 years; 
(C) 25 through 44 years; (D) 65 
years and older. 


5. Following a “head cold,” a 
young man complains of slight 
dyspnea and a_ harassing cough 
productive of 144 1 cup of non-foul, 
occasionally blood - streaked green 
mucopurulent sputum daily. Ex- 
amination of the chest reveals scat- 
teed wheezes and rhonchi from 
apices to bases over both lung 
felds anteriorly, posteriorly and in 
the axillae. The chest X-ray is 
negative. The probable diagnosis 
of this illness is: (A) viral pneu- 
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trial blood supply is stimulated by | 


in any urinary tract disorder 
Pyridiunt is the specific for 
fast relief of pain, urgency, 
frequency and burning 


Pyridium 


WARNER 


Pyridium brings relief within 20-25 min- 
utes. Pyridium is compatible with and 
complementary to all specific therapies, 
whether medical or surgical. With 
Pyridium you have greater flexibility in 
the use of any potency or dosage schedule 
required for successful treatment. 


Dosage: 2 tablets before each meal. 
Supplied: Bottles of 12, 50, 500 and 1,000. 
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NEW EVIDENCE 
ON ESTROGENS 
FOR (ONTROL OF 


BLEEDING 


Now, for the first time, a new study de- 
fines the effect of intravenous estrogens in 
increasing the coagulability of the blood, 
and confirms the empirical success of 
estrogens in controlling spontaneous 
hemorrhage. 


Within 15 minutes after administration of 
“PREMARIN” INTRAVENOUS, three impor- 
tant factors of the blood coagulation mech- 
anism were affected: 
1. prothrombin concentrations were increased 
2. accelerator globulin levels were increased 
3. antithrombin levels were decreased 


In spontaneous hemorrhage, use of 
“PREMARIN” INTRAVENOUS produces prompt 

cessation of bleeding in most cases. The 

administration of one 20 mg. injection has 

resulted in hemostasis in more than 80 per 

cent of some 668 cases reported. 

To date, over 400,000 injections of 

“PREMARIN” INTRAVENOUS have been made 
without any reported incidence of toxicity 
or side effects. 

“PREMARIN” INTRAVENOUS has been used 
effectively to control spontaneous bleeding 
as in epistaxis, post-tonsillectomy and 
adenoidectomy hemorrhage, as well as pre- 
and post-operatively to minimize bleeding 
after surgery. “PREMARIN” INTRAVENOUS 
may be used adjunctively with other therapy. 

“PREMARINe INTRAVENOUS (conjugated 
estrogens equine) is supplied in packages 
containing one “Secule’”® providing 20 mg., 
and one 5 cc. vial sterile diluent. 
References will be supplied on request to: 


cAYERST LABORATORIES 
22 East 40th Street, New York 16, N. Y. : 


| monia; (B) acute tracheobronchi 
tis; (C) bronchial asthma; (D) di 
seminated tuberculosis. 


16. A young policeman complains ¢ 
low grade fever, malaise, headach 
and increasing asthenia for on 
week. Physical examination show 
a temperature of 101°F. and hype 
trophy of lymphoid tissue in po: 
terior pharaynx with generalize; 
lymphadenopathy. The liver edg 
is palpable and tender and the edgt 
of the spleen is palpable and ten 
der. There is no icterus. The diag 
nosis of this illness is most likely t 
be: (A) infectious mononucleosis 
(B) Hodgkins disease; (C) acutd 
leukemia; (D) infectious hepatitis 


17. Amebic hepatitis is best treated 
by: (A) needle aspiration of live 
and injection of emetine hydro 
chloride; (B) open surgical drain 
age; (C) radiation X-ray therapy! 
(D) chloroquine therapy. 


18. A 55-year-old-man complains 
easy fatigue, night sweats, weig 

loss of two weeks duration. Exam 
nation of blood reveals 8,000 whit 
blood cells per cubic millimeter 
3,000,000 red blood cells per cubi 
millimeter; hemoglobin of 12. 
Gm./100 cc.; diminished number of 
plateléts, occasional nucleated red 
cells and less than 1 per cent im 
mature white cells. The one of th 
following diagnoses which is mo: 
unlikely is: (A) pernicious anemil 
in relapse; (B) aleukemic leuke 
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mia; (C) lupus erythematosus dis- 
gminatus; (D) multiple myeloma. 


1. A 55-year-old male, who has 
yorked in the quarries of Barre, 
Vermont, complains of dyspnea, 
narked peripheral edema and pal- 
jitations during the past three 
months. Examination reveals cya- 
nosis, hepatomegaly, sinus tachy- 
cardia, fibrosis of the lungs and an 
elevated venous pressure. Treatment 
for this patient should include: (A) 
no oxygen; (B) quinidine to relieve 
the tachycardia; (C) digitalization; 
(D) a high carbohydrate diet. 


20. The most useful of the follow- 
ing tests in the diagnosis of a 
suspected case of disseminated 
lupus erythematosus would be: (A) 
examination of the urine; (B) 
examination of the bone marrow; 
(C) examination of the blood for 
cold agglutinins; (D) erythrocyte 
sedimentation test. 


21. The one of the following which 
does not occur in a patient receiv- 
ing cortisone or corticotropin is: 
(A) peptic ulcer; (B) psychosis; 
(C) retention of potassium; (D) 
glycosuria. 


ithlete’s fog 


fast relief from itchigg 
prompt antimycotic 
continuing prophylaxt 


or most effective and convenient therapy and continuing prophylaxis, use 


enex as follows: 


At NIGHT the Ointment (zincundecate)—1 oz. tubes and 1 |b. jars. 
During the DAY the Powder (zincundecate)—1¥% oz. and 1 Ib. containers. 


fer every FOOT BATH the Solution (undecylenic acid)—2 fl. oz. and 
1 pt. bottles. Use only when skin is unbroken. 


In otomycosis Desenex solution or ointment 


ath Write for free sample supply to Professional Service Department. 


Maltbie Laboratories Division, Wallace & Tiernan, Inc., Belleville 9, N. J. 
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Give your patient that extra lift with “Beminal” Forte 8178 °™ 
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22. Of the following, the one which 
js not a collagen disease is: (A) 
Hodgkin’s disease; (B) 
erythematosus disseminatus; (C) 
dermatomyositis; (D) scleroderma. 


23. Recurrence of acute gout is best 
prevented by regular administration 
of small doses of (A) cinchophen; 
(B)} colchicine; (C)_ salicylates; 
(D) benemid. 


24. The one of the following drugs 
which is useful in the treatment of 
myasthenia gravis is: (A) curare; 
(B) neostigmine; (C) cortisone; 
(D) quinidine. 


25. The one of the following which 
is most helpful in establishing the 
diagnosis of polycystic renal disease 
is: (A) retrograde pyelogram; (B) 
asymptomatic uremia for a period of 
years; (C) family history of poly- 
cystic renal disease; (D) _palpa- 
tion of masses in both flanks. 


26. The longest periods of survival 
with uremia are usually seen in pa- 
tients with: (A) chronic glomerulo- 
nephritis; (B) polycystic renal dis- 
ease; (C) intercapillary glomerulo- 
sclerosis; 
pyelonephritis. 


27. Systolic hypertension is com- 
monly seen in association with: (A) 
coarctation of the aorta; (B) acute 
glomerulonephritis; (C) sclerosis 
of the aorta; (D) pheochromocy- 
toma. 
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“Beminal” Forte—each capsule contains: 


(D) unilateral atrophic | 


When high vitamin B and C levels 
are required give your patient 
that extra lift with “Beminal” 817. 


Thiamine mononitrate (Bi) ..... 25.0 mg. 
75.0 mg. 
Pyridoxine HCl (Be) .......... 3.0 mg. 
Calc. pantothenate ............. 10.0 mg. 
Vitamin C (ascorbic acid) ...... 150.0 mg. 


Vitamin Biz with intrinsic factor 
concentrate. ..... 1/9 U.S.P. Unit 


Improved formula 
“BEMINAL’ 


Cum VITAMIN C 


Dosage: 1 to 3 capsules daily, or more, 
depending upon the needs of the patient. 


Supplied: No. 817—Bottles of 100 and 1,000 
capsules. 


@ AYERST LABORATORIES 


New York, N. Y. « Montreal, Canada 
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LETTERHEADS 

ENVELOPES 

BILLHEADS 

¢ STATEMENTS 

¢ APPOINTMENT and 
PROFESSIONAL CARDS 


Accurate, clean-cut letterpress 
work on highest quality materials. 
Satisfaction guaranteed. 


MAIL COUPON! 
TODAY! 


COLWELL PUBLISHING CO. 
271 University Ave. Champaign, Ill. 


Please send me your FREE 
Record Supplies Catalog for 
Physicians. 


Dr. 


Address 


coccus viridans; (D) splenomegaly. 


28. A “paradoxical pulse” is usually 
caused by: (A) cardiac tamponade; 
(B) myocardial infarction; (C) 
cardiac decompensation; (D) auri- 
cular fibrillation. 


29. A “paradoxical pulse” is charac- 


terized by: (A) a faster rate during “. ; 
inspiration than during expiration; 

hydratic 
(B) a faster rate during expiration 
glucose 


than during inspiration; 


(C) di- 


minished force or absence during ft tee 
inspiration; (D) inequality of rates §. 
at the cardiac apex and radial 
ane. one whi 
lobar p 
30. Of the following agents, the one sa 
which produces a persistent in- 
crease in plasma volume is: (A) wey 


dextran; (B) norepinephrine; (C) 
dextrose solution; (D) saline solu- 
tion. 


31. The child born of a mother 
who has had German measles dur- 
ing the last month of pregnancy is 
very apt to have: (A) congenital 
cardiac defects; (B) congenital cat- 
aract; (C) club foot; (D) none of 
the foregoing. 


32. The one of the following which, 
in association with rheumatic heart 
disease, is most suggestive of sub- 
acute bacterial endocarditis is: (A) 
prolonged fever; (B) persistent 
microscopic hematuria; (C) a single 
blood culture positive for strepto- 


33. The largest number of cases de- 
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doping spider angiomata have been 
sassociation with: (A) acute hepa- 
tis; (B) pregnancy; (C) psoria- 
is; (D) cholelithiasis. 


1. In Addison’s disease the inges- 
ion of a large amount of water is 
lowed by: (A) poor diuresis; 
B) exaggerated diuresis and de- 
ydration; (C) depression of blood 
glucose; (D) significant elevation 
of blood pressure. 


35. Of the following statements, the 
one which may be true in very early 
lobar pneumonia is that: (A) rales 
ae large and numerous; (B) there 
is egophony; (C) there may be 
equivocal or no physical signs; (D) 
there is marked dehydration. 


36. In 45-year-old firemen on fire- 
fighting duty, a common cause for 
acute shoulder pain without other 
complaint is: (A) coronary occlu- 
sion; (B) shoulder joint osteoarthri- 
tis; (C) fracture of the clavicle; 
(D) subacrominal bursitis and ten- 
donitis. 


“MEDIQUIZ” ANSWERS 


1, C; 2, C; 3, Bs 4, C; 5, A; 6, As 
7, & CG: Bs Bs 
12, D; 13, A; 14, D; 15, B; 16, A; 
17, D; 18, A; 19, C; 2, B; 21, C; 
22, A; 23, B; 24, B; 25, A; 26, B; 
27, C; 28, A; 29, C; 30, A; 31, D; 
32, C; 33, B; 34, A; 35, C; 36, D. 


PREMARIN: MEPROBAMATE 


Conjugated Estrogens (equine) with Meprobamate 


(A) It was inevitable that these two therapeutic agents—the 


ae leading natural oral estrogen and the foremost, clinically 
ingle proven tranquilizer—should be combined for control of 
epto- the menopausal syndrome when unusual emotional stress 


galy. complicates the picture. 


sde- Ayerst Laboratories » New York, N. Y. * Montreal, Canada 
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and Needs 


Going Into Practice? There Are Many choice 
opportunities in all fields which you would 
not normally be aware of. We have many 
that might interest you. Write us, 

The New York Medical Exchange 
489 Fifth Avenue (Opposite Public Library) 
Specialists in Placement 


Rates 


Personal classified advertising rates 
are $3.00 for ads of thirty words or 
less plus 10c for each additional word. 
When a box number is used and an- 
swers sent care of ResipENT PHyYsIcIAN 
there is an additional charge of 50c. 
Add four additional words for a box. 

For semi-display ads set in bold face, 
the rate is $3.75 for 30 words or less, 
plus 15c for each additional word. 

reial classified rates are $4.50 
for ads of twenty words or less plus 15c 
for each additional word. Conimercial 
rates include all ads of manufacturers, 
dealers, agencies etc. Count four addi- 
tional words for a box. 

For semi-display commercial ads set 
in bold face, the rate is $5.90 for 20 
words or less, plus 20c for each addi- 
tional word. 

ALL CLASSIFIED ADS PAYABLE 
IN ADVANCE. Forms close 15th of 
month prior to date of issue. RESIDENT 
Puysictan, 1447 Northern Boulevard, 
Manhasset, New York. 


PHYSICIANS WANTED 


GENERAL PRACTITIONER for permanent as 
sociation with general practice group 
northwest Chicago, Regular hours, pleasant 


working conditions, unusual opportunity. 
_West Higgins Road, Chicago 
inois, 


WANTED: STAFF PSYCHIATRIST—Board eli 
gible or finishing formal training in 1957 
Active teaching of residents and medica 
students. Participation and supervision 04 
psychotherapy in intensive Treatment Service 
Research involved in new biochemical trends 
Progressive patient-oriented programs in: 
clude patient-government and individua 
community employment. Write or phone 
E. P. Brannon, M.D., Manager, VA Hospital, 
Coatesviile, Pennsylvania. 


OPHTHALMIC SURGEON — LABORATORY 
TECHNICIAN—Excellent opportunity for an 
experienced ophthalmic surgeon and also 4 
qualified laboratory technician to share 
small hospital building occupied by practi- 
tioners optometry in a rapidly growing 
medical center; will consider the individua 
desires as to type of association. Reply to: 

Box 375, Suffolk, Virginia. 
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~ HOMES AND OFFICES FOR SALE 


CHOICE PROFESSIONAL office and home for 

sale. Corner of main thoroughfare, Massa- 
pequa, L. |.. N. Y. Rare opportunity for 
doctor. Sacrifice. Call or write: Louis 
Stechel, 475 Merrick Road, Massapequa, 
L. N.Y. LI-1-9340. 


WIRGINIA—Recently Deceased Doctor’s estab- 

shed practice and fully equipped and at- 
tractively furnished office available for gen- 
eral practitioner; located in heavily popu- 
ated area; full information as to income 
and all other pertinent information available 
upon request. Write or telephone N. Meyer 
Baker, 613-I5th Street, N.W., Washington 5, 
. C. (Me 8-2241). Attorney for the estate 
of Dr. Daniel Yuter. 


LABORATORY TECHNOLOGIST 
WANTED 


LABORATORY TECHNOLOGIST WANTED — 
for a 250 bed hospital in a city of 60,000 
population located on Lake Erie; salary 
open. For details write: Pathologist, St. 
Joseph Hospital, Lorain, Ohio. 


EQUIPMENT FOR SALE 


\ARGEST STOCK of Used—Reconditioned and 
surplus X-ray equipment in America—All 
makes and models of diagnostic and therapy 
units, delivered, installed, guaranteed and 
serviced; write for details and new accessory 
price list, Medical Salvage Co., Inc., 217 
East 23rd Street, New York 10, New York. 


HOSPITAL FOR SALE 


FOR SALE—25 bed general hospital: with or 
without adjoining 4 year old, 5 bedroom 
home; leaving to specialize. Contact: Edward 
Greer, MD., Robinson, Illinois. 


MEDICAL BOOKS 


USED MEDICAL BOOKS Bought and Sold. 

Lis 7 second-hand books available. Send 

Qc. Miss Frances Freedman, Book Dealer, 

Lite ca Agent, 526 East 82nd St.. New York 
utterfield 8-6379. 
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Physicians Casualty 
and 
Health Associations 


Omaha 2 Nebraska 
Since 1902 


ALL RESIDENTS: 


To be certain you won't 
miss a single copy of Resi- 
DENT PHYSICIAN, please 
notify us at least 30 days in 
advance of any change in 
your hospital mailing ad- 
dress. Simply drop a card 
to Resident Physician, 1447 
Northern Blvd., Manhas- 
set, N. Y. Please state both 
old hospital and new_hos- 
pital addresses, your spe- 
cialty, and the name of your 
chief of service. 


‘ising Accident, Sickness 
is for 
Physicians and Dentists ji 
Exclusively 
Ly. eee 
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Resident Physician Advertisers’ Index July 1957 


American Cyanamid Co., 

Surgical Products Division ... 18 
Ayerst Laboratories 

4, 6, 150, 152, 153, 
Baxter Laboratories, Inc. 
Burroughs Wellcome & Co., Inc. 117 
Carnation Co. 
Castle Co., 
Ciba Pharmaceutical Products .. 
Colwell Publishing Co. ......... 15 
Eaton Laboratories 
Ethicon, Inc. 
Fleet Co., C. B. 
General Electric Co., 
X-Ray Dept. 
Hoffmann-La Roche Ince. 
opposite page 18; 40 
Holland-Rantos Co. ‘129 
Lakeside Laboratories, Inc. ..... 147 
Lederle Laboratories, Division of 
American Cyanamid Co. 


Lilly & Co., Eli 


24, 25, 107, aa 
131 
Lloyd Brothers, Inc. ........... 


MeNeil Laboratories . 


Maltbie Laboratories 151 


Massengill Co., The S. E. ...... 20 
Mead Johnson & Co. ....... Cover 4 
Merck Sharp & Dohme, Division 
of Merck & Co., Inc. .19, 33, 97, = 
Organon, Inc. 
Parke, Davis & Co. 
Pfizer Laboratories, Division of 
Chas. Pfizer & Co., Inc 
Physicians Casualty Assn. of 
America 
Professional Printing Co. 
Riker Laboratories 
139 


Ce. 113 
Schering Corp. .. errs 5 
Schmid, Inc., Julius» 
Searle & Co o, G. D. 
Shampaine Co. 
Squibb & Sons, E. R., Division of 
Olin-Mathieson Chemical Co. 

Upjohn Co., The 
Wallace Laboratories, Inc. ..... 14, 16 
Warner-Chilcott Laboratories 

Cover 2, 39, 
White Laboratories 
Winthrop Laboratories 
Wyeth Laboratories 


WHAT'S THE DOCTOR’S NAME? 


(from page 144) 
GEORGES CLEMENCEAU 


VIEWBOX DIAGNOSIS 
(from page 21) 


CARCINOMA OF THE 
PANCREATIC HEAD 


Note widening of the duodenal 
loop with pressure indentures 
on the greater curvature of the 
stomach and on the inner con- 
cave border of the duodenum. 
There is no spasm, irritability 
nor intolerance to the barium. 


RESIDENT RELAXER 
(puzzle on page 15) 
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